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LONDON HOSPITAL 


CATGUT 


1. 
AND 
TENSILE STRENGTH 


HE SELF-IMPOSED ARBITRARY STANDARD set for London 
Hospital Catgut at its inception is above that of the B.P. Codex and the 
U.S.A. Pharmacopoeia. THE LONDON HOSPITAL STANDARD HAS 
NEVER BEEN DEPARTED FROM AND IS STILL MAINTAINED. 


This outstanding feature, together 
with an_ elasticity (elongation) 
approximating 40 per cent, affords 
the Surgeon perfect safety in using 
Fine Sizes compatible with modern 


technique. 


When using Lendon Hospital Cat- 
gut, we strongly recommend sur- 
geons to use B.P.C. sizes 2/0, 0 and 
1 for general surgery and B.P.C. 
sizes 3/0 and 4/0 for very fine work. 


THE LONDON HOSPITAL (LIGATURE DEPARTMENT) LTD 
LONDON: E.1-ENGLAND 
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(Combined injection of G@strogen and Progestogen) 


FOR 


1. The treatment of sterility due to 
nidatory failure 

2. The prophylaxis of habitual 
abortion 

3. The induction of uterine bleeding 
in secondary amenorrhea by the 
two-dose technique originated by 
Zondek 


Further information and literature on this preparation 
will gladly be sent on request. 


BRITISH SCHERING 


229-231, KENSINGTON HIGH STREET, LONDON, W.8 


Telephone: WEStern 8111 


The Acid Treatment 


— 


RESTORATIVE AND MAINTENANCE THERAPY 


in Vaginitis 


--- Neutrality pH 7°0 


Grade Il 
Vaginal Flora 
pH 56-78 


FLOR A-Doderlein bacilli 
absent. Mixed bacterial flora. 
Glycogen—greatly reduced. 
Epithelium—diminished. 


Grade Il 
Vaginal Flora 
pH 48-60 


FLORA-Mixed, Doderlein 
bacilli plus other organisms. 
Glycogen—dimunished. 
Epithelium—diminished. 


ELORA-Normal, 
Doderlein bacilli. 
Glycogen 


Grade | 

Vaginal Flora 
pH 40-50 
(Normal Range) 


normal. 
Epithelium—normal. 
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Most and cervicitis 


associated with decreased vaginal acidity 


types of vaginitis are uniformly and adhering closely to the deepest 


vaginal folds 


Reduction of 


LITematt me 
On Be est 


Doderlein'’s bacillus, glycogen 
deficiency and thinning of the mucosa provide 
favourable conditions for invading organisms. 


Since 
the treatment of trichomonas vaginalis and an) 
'. restoration of normal acid- 
ity «s often essential to effective therapy 


acidity is the most important factor in 


veginal infection 


actstt, a water dispersible acid jelly of pH4 


promptly restores normal acidity, spreading 


(1) Karnaky, KJ Am. J. of Surg. 216.1940 


Aci-Jel often suffices to cure the underlying 
infection, but may be used advantageously 
with any other therapy 


“Much more satisfactory than the acid douche 
Aci-Jel ts non-irritating, persistent, 
and simple in application 


Available in 34 ounce tubes complete with the 
Ortho applicator, or in “refill” tubes. Prescribe 
the package with applicator for new patients. 


(2) Rake, 4. Malin. N._ America 29:1354, 1945 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE 


BUCKINGHAMSHIRE 


Hil 


‘SYNKAVIT’ VITAMIN K ANALOGUE 


FOR PAINLESS INJECTION 


Since it is difficult to judge whether or not there will be a 
hypoprothrombinaemia of pathological intensity, vitamin 
K should always be given either to the mother just before 
labour begins or to the infant at birth. Such treatment 
may prevent not only frank neonatal haemorrhage but 
also the slow accumulation of subdural haematoma. 
(Brit. med. J., 1948, ii, 969). 


The ‘ Roche’ Vitamin K analogue, introduced in 1941, 
5 is water-soluble and is thus suitable for intravenous and 
fe subcutaneous injections. Given intramuscularly it is also 


well tolerated and rapidly absorbed by the tissues. 


* Synkavit’ ampoules 1 c.c. each containing 10 mg. 
* Synkavit’ tablets 10 mg. 
Bile salts are not required when ‘ Synkavit’ tablets are administered. 


PETHIDINE-SCOPOLAMINE ‘ROCHE’ 


Where additional amnesia is considered to be desirable 
Pethidine can be combined with other drugs of 
which Scopolamine has proved the most satisfactory. 

“Hy Pethidine-Scopolamine ‘ Roche’ is supplied in 2 c.c. ampoules, each 


ampoule containing: Pethidine 100 mg. and Scopolamine gr. 1/150 
(0.43 mg.) Issued in boxes of 12 and 100. 


ROCHE PRODUCTS LIMITED, WELWYN GARDEN CITY, HERTS 


Less foetal 
\ respiratory depression 
in Caesarean section 
with 
*KEMITHAL’ 


and 
d-Tubocurarine chloride 


Literature and further information available, on request, from 
your nearest |.C./. Sales Office—London, Bristol, Birmingham, 
Manchester, Glasgow, Edinburgh, Belfast and Dublin 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


diary company of Chemical industries WILMSLOW MANCHESTER 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 
Editor Associate Editors 

G,. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. It also 
publishes many original contributions from other countries and abstracts 
of the important literature from all parts of the world 
Most of the outstanding medical schools in the United States are represented 
on the editorial board, which consists of forty-two of the leading teachers 
and practising specialists in America 
The two volumes published annually contain approximately 2,200 pages 
and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period 

Published Monthly Annual subscription £5 10s. per annum, post free; single copies, 12s. 
THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
AGENT FOR GREAT BRITAIN 


HENRY KIMPTON |. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 


— 


4 
* 
~ 
Ph 


FOR ORAL ADMINISTRATION 
DERIVED FROM THE NATURAL O€sTROGEN 
EXTREME POTENCY MEANS MINUTE DOSAGE 
WITHOUT SIDE EFFECTS 
AT LOW TREATMENT COST 
For all conditions where oral Estrogen therapy is indicated 


Tablets of 0.01 mg., 0.05 mg. and 1 mg. (scored) 


Tubes of 25. Bottles of 100 and 500. 


Samples and full literature on request 


(@)RcANoN LABORATORIES LTD. 


BRETTENHAM HOUSE LONDON - W.C.2 


Tel.: TEMple Bar 6785/6/7 0251/2 Grams: Menformon, Rand, London 
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THE USk OF VAGINAL TAMPONS FOR THE ABSORPTION OF MENSTRUAL DISCHARGES 


An important clinical study N° 4 


thetracted from Volume 46, No. 2, pages 259-265, Auquat 1943 edition of the American Journal of Obstetrics and ’ 


vaginal tampon for the almorption At the conelumon of the period of study, Le. 

wharges was patented by Fb. twenty-four monthe after the first examination was 

came very popular roacde 1) of the 110 subjects (or 45.5 per cent.) 

ertaimn amount of showed no change in pelvie findings fr the 60 

the uxe of subjects in whom some changes were observed, the 

tampon we Country greatest change was in those of the 51 subjects in 

amd abroad them Was ho accurate im whom cervical erouon had been present at the initial 

formation available of studies carried on over any examination. Fourteen had no cervical erosion and 

onmderable perv«l of time mdeating whether the 17 showed leas erosion at the end of the period of 

use of self tamponage for the absorption of menstrual study The cervieal erosion was unchanged in the 

discharge wae harmful or not other 20 subjects. There was no increase in severity 

of the erosion in any case nor did any cervical erosion 

To contribute sacourate information ove develop in a subject who had not had the lesion at her 
extended of time 110 your mitial examunation 

women between the ages of 19 and 40 

teered for « protracted study from (let 

January, 1042. 14 were married amd 94 


There was no evidence of any irritation of the 
cervix or vagina by the tampon 
Bpecial care wae taken to record any pelvic p Low No subjects acquired Trichomonas or Monilia 
albicans infeetsons during the period of study. There 
waa no evidence of any other pelvic infection during 
this perod 


preeent at the ten f the mutial «xa 

pat the perwel of 
it the study careful notation was made of any There was no evidence that the use of the tampon 

pathologie change which occurred caused obstruction to the menstrual flow 


Sanilary Protection TA M y A X Worn Internally 


Literature and samples of both absorbency mazes will gladly be sent on request to >— 
MEDICAL DEPARTMENT rAMPAX LIMITED, 110 JERMYN STREET, 5.W. 


The Safe Sclerosant in the treatment of 


VARICOSE VEINS 
DALMAS P25G 


Self-Sterilising Solution 


Can be used alike im the consulting room The injection is entirely safe constitutionally 
for cases of moderate varicose veins and in and the fluid has been found self-sterilising 
severe cases where operation is indicated Write for free copy of the pathologist's 
Pregnant women can be injected up to seven report and also refer to THe LANCET, page 
months with absolute safety No injection 606. April 9. 1949--a photostat of which 
ulcers arise, effective thrombosis is secured, will be sent gladly on request. 

permanent venous obliteration is achieved 


DALMAS, Leicester 


Specialised Service to Medicine since 1823 
A. de St. Dalmas & Co Ltd, Junior Street, Leicester, and at London, Leeds and Glasgow 


4 film by Dalmas on the multipressure technique in vaccination is available free on loan for 
group showing. Particulars with pleasure. 
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LAST-MINUTE ANTE-NATAL ROUTINE 


the place of vitamin K analogue 


Last-minute ante-natal measures 

include prophylaxis against neo-natal 
haemorrhage, a consequence of the usual fall 

in prothrombin blood levels in the newborn. 

The vitamin K analogue ‘ Kapilon ’ administered 

to the mother 12 to 4 hours before delivery 

will effectively raise the prothrombin blood level 
inthe baby. ‘Kapilon,’ a synthetic vitamin K analogue 
exerting the physiological action of vitamin K itself, 
can be given orally (tablets or liquid) or, if 
necessary, by intramuscular injection. 

‘Kapilon ' Ampoules are presented in 
water-soluble form—further lessening the risk 


of pain or irritation following injection. 


K A P | L O N VITAMIN K ANALOGUE 


TABLETS : botties of 25 ond 100. LIQUID: 4 oz. and 8 oz. borties 
AMPOULES : (Water-soluble) boxes of 6 x | cc 


GLAXO LABORATORIES LTD - GREENFORD ~- MIDDLESEX - BYRon 3434 
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JOHN WYETH & BROTHER LID 


FERROUS SULPHATE is now re- 
coenised as the most efficient form 
of iron treatment for hypochromic 


anamias. The question ts there- 


fore not whether’ but “ how’ 


it should be administered 
The preparation should not be 


too bulky, nor cause gastro- 


intestinal upset, yet it must 
disintegrate quickly and produce 
maximum hematopoietic 


response, 


Not 


whether 


but how 


In’ PLASTULES’ ferrous sulphate 
is presented in its most attractive 
form—in a semi-solid base in a 
capsule which rapidly dissolves in 
the stomach, thus ensuring maxi- 
mum absorption. *PLASTULES’ 
induce a rapid response without 
gastric upset. 

are available in 
four varieties; Plain: 


with Folic 
with Hog’s Stomach. 


with Liver 


Extract Acid: and 


*PLASTULES’? Heamatinic Compound 


Trade Mara 


CLIFTON HOLSE EUSTON ROAD NWI! 
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Menopausal Syndrome 


Estigyn enables the symptoms of the menopause, due to decline in the 
estrogen secretion of the ovary, to be effectively treated by specific replace- 
ment therapy. 

Estigyn is a highly potent cestrogen derived from natural sources and is 
active orally. In addition it is non-toxic in therapeutic doses. The improve- 
ment in subjective symptoms and the restoration to normal outlook is, in 
many cases, gratifyingly rapid while at the same time the possible onset of 
pruritus vulve or kraurosis vulva is prevented. 


ETHINYL CESTRADIOL B.D.H. 


Tablets of 0.01 mg., 0.05 mg. and 1 mg. in boztles of 25 and 100 
Literature and climcal samples available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE : CLERKENWELL 3000 TELEGRAMS : TETRADOME TELEX LONDON 
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A PERFECT METHOD OF LOCAL 
MEDICATION FOR WOMEN 


PONTAMPON 


Registered Trade Mart 
Pond’s Medicated Vaginal Tampons The Correct Tampon 
As a means of applying local treatment in Gonorrhoea, 
Endometritis, Cervicitis, Vaginitis, Leucorrhoea, 
Dysmenorrhoea, Prolapsus Uteri, etc., Pontampon 
presents the most Simple and Satisfactory method. 


Pontampon issued in three sizes, small, medium and large. 


Desonptive Leaflet, mdicating standard medications, sent on application 


THE PONTAMPON Co., 57-60 HOLBORN VIADUCT Medicated End 
Compressed Wool 


LONDON, . Gelatin Bhell 


. Protreding Wool. 
. String for Removal. 


The medical profession 
Wright S throughout the world is 


unanimous in its recog- 


nition of Wright’s Liquor 


(1 
Carbonis Detergens as the most 


effective antiseptic, stimulant and anti- 
pruritic for the treatment of skin diseases. 
80 years this preparation has 
\ JIS or over 2 years us preparatio 
held a unique position, not only as the 


foremost therapeutic agent in dermato- 


| [ ) ay JS3f) logical practice, but as the active constituent 


which vives to Wright’s Coal Tar Soap 


the principle a ~~. | its renowned health-protecting powers. 


behind Wright’s Wright's 
Coal Tar Soap 
COAL TAR 


J 
AND NURSERY Soap 
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The recommended dose for adults is 

0.10—0.20 G, five to six times daily: 

this gives a total daily dose of under 

2G. in 24 hours. Because of this 

small daily dose and its remarkably 

high solubility, and because of the 

small degree of acetylation, Urolucosil 

is the drug of choice in the treatment 

%. of urinary-tract infections. 


The chavastustatine of Urolucosil may be summarised as follows:— 

1 Extremely well suited for the treatment of infections of the 
urinary tract, especially in cases of uncomplicated infections 
with B. coli. 
Easily and completely absorbed in from 1 to 2 hours. 
Rapidly excreted in the urine, almost exclusively in an active 
non-acetylated form. 
Side effects seldom observed; 


no disturbance of intestinal 
flora; no changes in the blood picture. 


Treatment is very safe in view of the small amount (1.2 G.) 
administered over 24 hours, even though it is repeated at 
frequent intervals. 


Descriptive literature on Urolucosil and 
trial quantities will be sent to registered 


medical practitioners on written request. 


Price to Medical Practitioners 


bottles of 
25 tablets, 3/7 ; bottles of 250 sabiets, 29/3 
Port |, Si, SIV, Poison, not subject to P.T. 


William R.WARNER and @..ttd.Power Road, London U4 


2 
THE SULPHONAMIDE OF CHOICE IN 
~ URINARY TRACT INFECTIONS 
Urolucosil 


THERAPEUTICAL 
PREPARATIONS 


pERNICIOUS ANAEMIA — | 
qreatment 
\\ 
many experience shown 
relatively eactory 
4 act aM.) will give entirelY gatista ory 
frequem injection peing unnecessary 
\ potency of each patch clinical 
pefore issue as this 15 the only reliable metho 
‘red to produc? a 
aardising the dosage yequit 
— stan ase in the read plood 
—¥ gatistactory yate of incre 
= corpuscles 
= = Liver Extract aM.) supplied in: 
ampoules” cc. 
| | | 
LIMITED | 
Ay MEDICAL DEPARTMENT 
TELEPHONE cenTRAL 978! | 


8 Important Vitamins 


in Aqueous Solution 


* Abidec * drops present a stable, aqueous solution of 
eight important fat-soluble and water-soluble vitamins 


* Abidec’ drops are well tolerated by infants and 
children and may be taken directly or mixed with milk, 
fruit juices, soups, cooked or pre-cooked cereals and 
other foods. 


The drops may be safely added to the contents ol 
the infant’s feeding-bottle without altering appreciably 
either taste or appearance. The full daily dose is In 10c.c. 
preferably given in a single feeding. and S0c.c. 


Dose: For infants under | year, 15 drops daily; dropper- 
for older children, 30 drops daily. bottles. 


Each 0.6 c.c. (30 drops as delivered by the dropper) represents: 


Vitamin A 5000 International units Vitamin B, 0.5 mgm 


Vitamin D tooo International units Pantothenic Acid 1 mgm 
Vitamin B, 1 mgm Nicotinamide 5 mem 


Vitamin B, 0.4 mgm Vitamin ¢ 25 mgm. 


PARKE, DAVIS & COMPANY 


HOUNSLOW, MIDDLESEX Telephone: HOUnslow 2361 Ine. U.S.A., Liability Ltd. 
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LUTOCYCLIN 
‘LINGUETS’ 


(ETHISTERONE CIBA) 


The orally active progestogen in its 


most economical form 


SUBLINGUAL ABSORPTION 


can double the effectiveness of ethisterone because 
hepatic and intestinal inactivation are avoided. 
The maximal utilisation of the dose administered 


is therefore ensured 


5, 10 and 25 mg. * LINGUETS’ are available 


LUTOCYCLIN 


(PROGESTERONE. CIBA) 


AMPOULES *CRYSTULES’ IMPLANTS 


2, 5, 10, 25 mg. 50 mg. 100 mg. 


provide progesterone in forms to meet all present 
day therapeutic requirements 


Lateocyelin and Linguet" are registered trade marks) 


CIBA LABORATORIES LIMITED 
Horsham, Sussex 


Telephone: Horsham 1234 Telegrams : Cibalabs, Horsham 
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EXCERPTA MEDICA 


The International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine. 


OBSTETRICS AND GYNAECOLOGY 
SECTION X 
CONTENTS 
All articles appearing in journals devoted to obstetrics, gynaccology and 
endocrinology (the latter where ap ylicable) are abstracted. In addition to 
abstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 
Amencan Journal of Obstetrics and Gynecology. 
a . The Excerpta Medica appear in faultless English .. .”’ 
Professor ]. P. Greenhill. 
7 May I say that your Section X of Excerpta Medica is 
excellent .. . and I therefore cannot offer any suggestions for its 


improvement. I believe you and your co-editors are doing a 
magnificent job. 


The subscription rate is {3 15s. per yearly volume of 600 pages, including an index 
classified both by author and subject. Write for a prospectus or specimen copy. 


Sole Distributors for Great Britain and the British Dominions: 


kb. & S. LIVINGSTONE, LTD., 16-17, TEVIOT PLACE, EDINBURGH, 1. 


BRITISH JOURNAL 


Subscription rate: 
Great Britain £2 Os. 
Abroad - - - £2 2s. 


per volume 


Published by 


JOHN SHERRATT AND SON 
ALTRINCHAM 


NOTICES 


THe JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established 
by a Private Limited Company in 1901. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 
maintenance and improvement of the Journal. 


The present Directors are 
SIR EARDLEY HOLLAND SIR EWEN MACLEAN 
JAMES YOUNG CHASSAR MOIR 
A A GEMMELI MILES PHILLIPS 
SIR WILLIAM FLETCHER SHAW 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Timperley, 


Altrincham 

The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland 
and £2 15s. for the Dominions, Colonies and Foreign countries. It is payable to the pub- 
lishers 


Books for review should be sent to the Editor. The right of publication of all 


articles is reserved. 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Postgraduate Medical School of London, Ducane Road, London, W.12. They are ac- 
cepted on the understanding that they are contributed to this Journal only. Authors are advised 
to keep a copy of all manuscripts. Proofs will be submitted to authors resident in the United 
Kingdom, but to avoid delay or loss the proofs of authors resident abroad will be corrected by 
the editorial staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon initial capital and contraction for the genus 
copies) should be submitted. Italics in the only after a full spelling at the first mention, 
text should be reserved for words in a thus : 
foreign language and as little as possible Clostridium welchii followed by Cl. 
used to indicate emphasis welchii; Bacterium coli—Bact. coli; Bacillus 

Proper scientific names giving both genus tuberculosis — B. tuberculosis; Corynebac- 
and species should be italicized, with an terium diphtheriae—C. diphtheriae. 


* 


Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 
Vv 

NOT 
“ Progress: Went downhill.” 


The author's name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table Il, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on an 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., ~ 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 


printed, when the Journal will undertake to . 


have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 
These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not or ¢.cm.); mg.; pounds (nor Ib.); 
ounces (not 0z.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, etc.). 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 


ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub- 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2, 128. 

Samson, P. (1940): Obstetrics for Midwives, 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 


Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 

Contributors from overseas should state 
the required number on their manuscript. 


A 


single* 
supplement 
for sater 


pregnancy 


PREGNAVITE 


CLINICAL USES. To improve the nutritional state where 


circumstances prevent consumption of all the protective foods 
required; to prevent hypochromic anemia. 


Indications in the history of previous pregnancies: toxamia, 


previous premature births, inability to breast feed and dental 


CATICS. 


* The recommended daily dose provides: vitamin 
A 2,000 1.u., D 390 1.u., vitamin B, 0.6 mg., 
C 20 mg., vitamn E 1 mg., nicotinamide 25 
mg., calc. phosph. 480 mg., ferr. sulph. exsic. 204 meg.. 
todine, manganese. copper, not less than 10 p.p.m. each 


Clinical sample and medica! literature may be obtained on application to:— 


VITAMINS LTO. (Dept. A), UPPER MALL, LONDON, W.6 
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DOWN BROS. 
and 
MAYER & PHELPS, LTD. 


FLOWER’S EPISIOTOMY 
DIRECTOR 


This instrument enables obstet- 
ricians to place stitches before 
— is incised in medial 
ateral episiotomy. The retractor 
is placed in position, sutures 
passed between the director rod 
and its guard, the ends of the 
sutures are held in haemostats 
until delivery is completed. 


Vide: “An Episiotomy Direc- 
tor,” by N. Flower, Lancet, 
March 3oth, 1946. 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 
Showrooms: 


32-34 NEW CAVENDISH STREET, 
LONDON, W.1 


Telephone: 3764 
TORONTO: 70 Grenville Street 
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// hether through emotional disturbance 
or through foetal pressure 


onstipation has 
become a commonplace of pregnancy 
No matter how normal the pregnancy 
and parturition, labour completed imevit- 
ably brings its problems: sudden diminu 
tion of the abdonunal content« persistent 
lack of tone im the mtestines, weakness of 
the levator ani museles, bulging 
rectum ll result 


sore 


oft the 
mn degree of 
Dispersing freely and 
throughout the mtestinal 


uniformly 
ontents, Agarol 
pres the three eseentials for easy timed 
evacuation 
column 


lubreateon 


retention of fluid in the faecal 
ulation 


mild permtaltic stum- 


AGAROL 


/ ccompanying constipation and intensi- 
fied by the conditions of pregnancy, haem- 
orrhoids bring further discomfort to the 
expectant) mother. For 


many women 
haemorrhoids are the permanent legacy of 
childbirth; untreated they 


remain as @ 
constant source of discomfort and possible 
precursor of more serious conditions. 


By acombimation of the constituents most 
effective in relieving the painful symptoms 
and correcting the local causes of haemorr- 
hoids, Anusol haemorrhoidal «uppositories 
provide a treatment that can be recom- 


mended with confidence in pregnancy as 


symptoms. 


safe, effective, simple and balanced. They 
contain no narcotics to mask more serious 
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SANDOZ OXYTOCICS 


* * 


FEMERGIN 


(Ergotamine Tartrate B.P.) 
For prolonged haemostatic action 


NEO-FEMERGIN 


Association ot Ergotamine with Ergometrine, ensuring immediate 
and prolonged haemostasis 


METHERGIN 


Methyl-ergometrine, possessing increased potency and exerting 
no circulatory action 


SAN 


SANDOZ PRODUCTS LIMITED 
134 WIGMORE STREET LONDON W.: 


quinine 
im parturition 


In the routine management of labour quinine is useful in two ways: 


1. In small daily doses during the last weeks of pregnancy, quinine 


increases the response of the uterine muscle to the physiological 


stimulus from the posterior pituitary. 
Many practitioners find that quinine given in this way shortens the first 


stage and increases the strength of uterine contractions while 


diminishing pain, especially in 
primipara. 

2. In the medical induction of 
labour, quinine and castor oil 


are among the safest and most 


effective measures. 


Literature on quinine in parturition gladly sent on request by the makers : 


HOWARDS OF ILFORD 


Makers of quinine salts since 1823 


AOS HOWARDS & SONS LTD ILFORD VEAR LONDON (EST. 1797) 
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A Spencer Support 
solved this 
Postcaesarean 
Problem 


Problem: This patient's 
rectus abdominus muscles 
completely separated fol- 
lowing Caesarean sections 
in 1942 and 1945. Sur- 
gery contra-indicated. 


Prescription: A SPENCER 
Support designed to the 
patient’s exact measure- 
ments and body descrip- 
tions to serve, in effect, 
asa substitute abdominal 
wall. 

Result: Her Spencer improved posture, thereby inducing better body 

mechanics. Paralleling the natural pull of abdominal muscles, SPENCER 

uplifts abdominal organs into normal position and encourages muscle activity. 


We suggest you prescribe a SPENCER for similar POST-PARTUM or WEAK- 
! NED ABDOMINAL MUSCLE problems. 


Each Spencer Support is individually designed, cut and made for each patient 

after a description of the patient’s body and posture has been recorded 
and detailed measurements taken. The doctor’s instructions are carefully 
followed. 


For further information write to : 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Spencer copyright designs are original and distinctive and for more than 20 years have 
been recognised by the Medical Profession as a symbol of effective control for abdomen, 
back and breasts. 

BEWARE OF IMITATIONS. Spencer (Banbury) Ltd. regret the necessity of issuing 
warning to beware of copies and imitations. Look for the SPENCER LABEL stitched in 
the Spencer Support and ensure that it is a genuine Spencer Support and not a so-called 
copy. 

Trained Fitters available throughout the Kingdom 


Copyright: Reproduction in whole or in part is prohibited except with the written permission of S$. (B) Led. 
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A new water soluble X-ray contrast medium 


for hysterosalpingography 


Six adequately demonstrate 
sterus and filling defects due, for example, 
Patency or occlusion of the 


me prod jc? are 
no risk of embolism. There is therefore no 
‘trast medium on the fluoroscopic screen. 
trated within a short time of making tne 
for a second film. 


supply further 


* Viskiosol’ Six is — 
in ampoules of 10 c.c. 
and 18 c.c. 
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THE 
Journal of Obstetrics & Gynaecology 
of the British Empire 


NEW SERIES 


APRIL 1950 


THE JOURNAL: 1938—1949 


Tue Directors have requested me to prepare 
a statement showing the progress of the 
Journal during recent years and especially 
the striking increase in the circulation which 
has taken place during the post-war period. 
The two graphs overleaf emphasize this 
increase. 

In Graph I it is seen that, as compared 
with the years before the war, there 
has been a rapid and steady rise in the 
subscriptions and that this has been par- 
ticularly evident since 1943. In Graph II 
it will be seen that the increase has occurred 
both in the inland (including Eire) rate and 
in that for the Empire and foreign countries. 
This graph indicates for the years 1948 and 
1949 the distribution of the circulation in the 
various countries concerned. 

These figures are convincing testimony 
to the vigour of the Journal in this, the 
fiftieth year of its life, and they pre- 
sent encouraging evidence of the 


measure in which it has succeded in its 
object of providing a medium for the best 
work in British Obstetrics and Gynae- 
cology. At the same time it has been grati- 
fying to note the degree in which Conti- 
nental and other foreign contributors have 
increasingly sought its columns for their 
original articles. 

In his editorial duties the Editor has been 
greatly assisted by the Editorial Committee, 
Sir Eardley Holland (Chairman), Professors 
Dougald Baird and F. J. Browne, Dr. 
Meave Kenny, and the late Professor Daniel 
Dougal. To Dr. Meave Kenny he has 
been specially indebted for much help in the 
preparation of material for the press. To 
the publishers, Mr. John Sherratt and his 
son, Mr. Donald Sherratt, the Journal owes 
a debt for their unfailing courtesy and their 
deep interest in its welfare. 

JAMEs YOUNG, 
Editor 
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I. 


In March 1946 a Joint Committee of the 
Royal College of Obstetricians and Gynae- 
cologists and the Population Investigation 
Committee' made a sample survey of the 
social and economic problems of maternity 
in Great Britain.* During the course of 
the investigation, information was obtained 
on the birth weights of 13,257 single babies, 
and 338 multiple births.* A baby weighing 
54 pounds or less is, according to inter- 
national usage, regarded as ‘‘ immature ”’ 
or ‘‘premature’’, and it is therefore 
possible to make a detailed analysis of the 
incidence and cause of prematurity in the 


' Chairman: Prof. James Young 


Vice Chairman: Prof. A. A. Moncrieff 
Secretary: Prof. D. V. Glass 
Director: Dr. J. W. B. Douglas 
Research Assistant: Miss G. Rowntree 


COMMITTEE : 


Mr. H. G. E. Arthure 
Dr. Cecile Asher 

Miss A. J. M. T. Barnes 
Dr. C. P. Blacker 

Dr. R. E. Bonham-Carter 
Prof. I. G. Davies Mr. Rufus Thomas 
Mr. G. F. Gibberd Mr. R. M. Titmuss 

Lady Rhys Williams 


2 This inquiry was made possible by grants from 
the Nuffield Foundation and the National Birthday 
Trust Fund. 


* These figures differ slightly from those given in 
Maternity in Great Britain. The reason for this 
discrepancy is given in the Appendix to this paper. 
The 252 birth weights recorded for babies whose 
mothers were not interviewed and who therefore 
were excluded from the survey, are not included 
in this figure of 13,257. 


Sir Eardley Holland 
Dr. Jean Mackintosh 
Mr. David Maxwell 
Dr. D. MacCarthy 
Miss C. L. Melly 
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The Results of a National Survey 
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whole country.‘ All social classes were 
covered by the survey, which also provides 
a mass of information on the economic and 
social background to each confinement and 
on the medical and other care available 
during pregnancy. 

In the report of the maternity survey, 
(1948) a brief analysis of prematurity was 
made, raising a number of practical 
questions, e.g. the relation of prematurity 
to birth spacing, mother’s age, work 
during pregnancy and the adequacy of 
antenatal care: but the problem was com- 
plex and at that time the means were not 
available for an exhaustive analysis of the 
material. Since the publication of the 
report this analysis has been undertaken 
and is set out below. It has supported and 
amplified many of the conclusions arrived 
at in the original study. 


(a) Source of Information. 

The methods of inquiry have been fully 
described elsewhere and only a_ brief 
sketch need be given here. The survey 
was carried out by health visitors of 424 
maternity and child welfare authorities 
(92 per cent of allsuch authorities in 
England, Wales and Scotland). Mothers 


* Information was obtained on the estimated 
length of gestation of 574 legitimate singletons 
weighing 5% pounds or less. But these estimates 
are not regarded as accurate and we have therefore 
confined ourselves to the weight standard of 
prematurity. 


of all babies born during a single week 
(3rd to gth March, 1946) were visited 8 
weeks after delivery and interviews were 
successfully completed with 90.5 per cent of 
them. A total of 13,687 mothers co-op- 
erated. Refusals were encountered in less 
than 2 per cent of attempted interviews, but 
a further 7 per cent could not be interviewed 
because they were away or ill. A relatively 
high proportion of uninterviewed mothers 
had illegitimate or stillborn babies and it 
seemed possible that for this reason the 
sample might be biased. This possibility is 
considered in Table 1 which compares the 
distribution by birth weight of 252' single- 
tons among the 1,443 uninterviewed, with 


the distribution for all weighed singletons® 


among the interviewed. 
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interviewed. They give the best estimate 
of the distribution by birth-weight of all 
babies born in Great Britain in the week 
31d to oth March, 1946. 

The questionnaire survey was amplified 
by detailed studies in 5 authorities of the 
quality of the maternity and child welfare 
services and the administrative problems 
associated with them. These field studies 
also made it possible to test the accuracy of 
some of the information gathered in the 
questionnaire survey. Birth-weight was 
among the items checked.” 

As previously stated the birth-weights of 
13,257 singletons were recorded’; these 
were 98 per cent of all singletons for whom 
questionnaires were completed. The health 
visitors were asked to check these weights 


| 


Wetghts 


recorded 
(Single 


Distribution of Buth 


5'4 pounds 5% 


unds 
ent 


or less 
per cent pe 


Uninterviewed sar iple 


Interviewed sample 


Weighted distribution 
(Weight og tor un 
interviewed og. tor 
nter 


This comparison suggests that no appre- 
ciable bias is introduced by the exclusion 
of incomplete interviews.’ 

The weighted averages given in the 
bottom row of Table I have been calculated 
on the assumption that the birth weights of 
the 252 babies in the top row are represen- 
tative of the birth-weights of all the un- 


birth weights were obtained by health 
furt! 

given in Mat 


T hese 
visit rds 
of the extent of bias ts 


rusty an Great (page 


discussior 


n the Interviewed and Uninteritewed Samples 
births only 


(Over 
Total 
per cent 


7'» pounds 


pounds 
per cent wer ent 


Number 


100.0) 
100.0 


100.0 


when possible, but may not have been able 
to do so in every case. It was therefore 
important to have an independent assess- 
ment of the accuracy of the recorded 
weights. Checks in the 5 authorities in 
which field studies were made suggested 
that the mothers’ answers were substan- 


34 per cent of stillborn babies, 11 per cent of 
babies dying during the neonatal period and 0.7 
per cent of hve born babies were not weighed. 
The 13,257 singletons include all, whether living, 
stillborn or dead, for whom information on birth 
weight was available 


— 

6.0 198 16.9 7.3 252(t) 

6.5 16.3 33-4 43.8 13,257(*) 
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tially correct. Out of 413 weights, only 12 
showed discrepancies greater than 4 ounces. 
A further check on a larger proportion of 
these weights was made early in 1948 during 
a follow-up study of the health and develop- 
ment of 5,380 babies from the maternity 
survey sample. Birth-weights were again 
asked for and in this case would have been 
obtained from the midwives’ or hospital 
records. In nearly all cases the weights 
given in the follow-up survey were identical 
with those obtained in the maternity survey 
but 1.4 per cent showed discrepancies 
greater than 8 ounces; many of these 
appeared to be clerical errors. In general, 
the agreement is so close that it seems prob- 
able that the majority of health visitors 
filled in birth-weights directly from the 
records. 

It is more difficult to estimate the fre- 
quency of inaccurate weighing. It is not 
unlikely that spring balances were some- 
times faulty, that a few babies were 
weighed when clothed, and that weights 
were occasionally overstated to please the 
mother. These errors cannot be checked 
directly, but it is probable that they will 
more often occur in domiciliary than in 
hospital practice. If so, and if such errors 
occur frequently, there should be a signi- 
ficant difference in the incidence of prema- 
turity when births in these two places of 
confinement are compared. A _ direct 
comparison of birth-weights of babies 
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delivered at home and in hospital would be 
unprofitable because there is selective 
admission to hospital of abnormal cases, 
primiparae and elderly women. We have 
therefore limited our comparison to first 
babies born to working-class wives, aged 
26 to 35, and have excluded emergency 
admissions to hospital which include a high 
proportion of abnormalities. It wiil be 
seen in Table II that there is good agree- 
ment between the weights recorded in hos- 
pital and at home for babies in this group. 

Many of the women admitted as emer- 
gency cases to hospital intended to be 
delivered at home and it would perhaps be 
more logical to include them among home 
deliveries rather than exclude them alto- 
gether. When this is done even better 
agreement between hospital and domicili- 
ary birth-weights is obtained and 7’ is 
reduced to 2.213. 

Further evidence of the reliability of our 
figures is given in Table III which com- 
pares the incidence of premature births 
(i.e. those weighing 5} pounds or less) in 
the maternity survey and in two recent 
studies. 

These figures refer in each case to both 
home and institutional deliveries. ‘The 
remarkably good agreement shown in this 
table would not be expected, and indeed 
is not found, when comparisons are made 
with samples drawn from hospitals alone. 

The Ministry of Health (1949) using in- 


Tasie II 
Comparison of Birth Weights recorded in Home and Hospital Confinements. 


(First births to manual workers’ wives aged 25-35.) 


Birth weights (per cent distribution) 


Place of 
confinement 


5% pounds 5% 
orless 6% pounds 


64%- Over 


7% pounds 7% pounds Total 


Home 6.1 18.1 


Hospital 7-3 
(Booked public ward) 


20.5 


39.6 36.2 


30.4 


x? = 2.335, 8 = 3, P = 0.7 — 0.5. 


number 
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Taste 1 
Rate of prematurity per ioo live births im Great Britain, 1946, in Birmingham, 1946, and m New 


York, 


1939 


(Legitimate and illegitimate births combined. ) 


Single births 


only 
per cent 


Maternity Survey (1946) 
Birmingham (1946) (Mackintosh, 1949) 


New York City (1939)! (Duffield et al 
1940) 


* Excluding stillbirths 
t Excluding stillbirths 
White births only 


formation collected on Notification of Birth 
cards, have estimated that 5.14 per cent of 
live babies born in 1946 were premature. 
This is a lower figure than that provided by 


the maternity survey (7.0 per cent for all 
live births) and there is good reason for 


believing it an underestimate. In England 
and Wales 104 local authorities submitted 
their Notification of Birth cards to the Joint 
Committee in the autumn of 1946 and the 
following table gives an analysis of the 
different varieties of questions asked on pre 
maturity 


Nurnber of local 
authorities 
asking questions 


Questions asked on 
Notification of Horth cards 


a) No reference to 
prematurity 


weight or 


If premature and 5} pounds or 
less put cross or give weight 
i if premature put cross or give 
weight 
) Weight if under 54 pounds - s 
«) Weight if 54 pounds or less 29 
(f} Weight at birth for all babies 0" 


* An additional question on birth weight had 
been written in ink on the cards of 9 authonties 
The question was printed on the remaining 40 
cards 


Premature 


Per cent of neonatal deaths 
associated with prematurity 


Single births 
only 
per cent 


All births 
per cent 


All births 
per cent 
52 57 
4 
ad 54 


Including them, the rate is 6.5 per cent for all single live and stillbirths 
Including them, the rate is 7.6 per cent for all live and stillbirths. 


There is no uniformity in the method of 
recording premature births on the notifi- 
cation cards. No more than 49 out of the 
104 authorities asked for a record of birth- 
weight in all cases, though this is the only 
way in which reliable information on pre- 
maturity can be obtained. Questions (0) 
(c) and (d) would lead to a serious under- 
numeration of premature births; so to a 
lesser degree would question (e) for un- 
weighed babies would be included among 
those classified as ‘‘mature’’ A further 
source of error is that in 1946 some mid- 
wives were still using up stocks of old 
notification of births cards which had no 
space for the recording of birth-weight. In 
some areas this appears to have led to a 
serious undernumeration of premature 
Lastly, it will be noted that & 
local authorities asked no question about 
either prematurity or birth-weight. This 
is surprising in view of the fact that 
the Ministry of Health claim that their 
figures refer to all births in England and 
Wales, and it is possible that some of these 
authorities had neglected to stamp on their 
notification of birth cards sent to us a 
routine question on birth-weight. But in 


babies 


6.1" 7.0+ 
70 
| 
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one authority at least this cannot be the 
explanation, because a cancelled notifica- 
tion card complete for a birth in 1946 was 
sent as a specimen, and on this neither 
birth weight nor length of pregnancy had 
been entered. 


(b) Birth-weight as an Index of 
Prematunily. 

It is usual to classify a baby as a prema- 
ture if he weighs at birth 5) pounds 
(2,500 g.) or less. This standard was 
first suggested in 1919 by Ylppé and has 
since been generally adopted, although 
it is by no means an exact index of 
an abnormally short gestation period. It 
would, however, be just as unreliable to 
use duration of pregnancy as the measure 
of prematurity for, on the one hand, there 
may be great difficulties in establishing the 
date of conception and, on the other, 
normal pregnancies vary greatly in length; 
according to Karn (1947) the limits of 
normality are 247 and 317 days with a mean 
of 278 days. 

In the 1946 inquiry no information was 
obtained about the expected dates of de- 
livery, but this omission has since been 
remedied for babies weighing 5} pounds or 
less. Expected dates of delivery are 
notoriously unreliable and it is not sug- 
gested that these dates give more than a 
very rough measure of the length of ges- 
tation. 71 per cent of babies weighing 53 
pounds or less were premature by length of 
gestation as well as by weight, a figure 
which, as will be seen in the following 
examples, is in good agreement with pre- 
vious studies. Rosanoff and Inman-Kane’ 
(1934) found that 64.8 per cent of babies 
born in hospital and weighing 5} pounds 
or less were born before term. Zangmeis- 
ter’s table (1917) of birth-weight and dura- 


* The incidence of births of 5% pounds or less 
in Rosanoff and Inman-Kane’s sample of 9,771 
births was very low—3.9 per cent. 
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tion of pregnancy shows that of 148 babies 
weighing 4) to 5} pounds, 93° (62.8 per 
cent) resulted from gestations of 272 days or 
longer; the equivalent figure for the present 
survey Is 01.5 per cent. 

Since 71 per cent of babies weighing 5} 
pounds or less were premature by length 
of gestation as well as by birth-weight, it 
can be estimated that 4.3 per cent of legiti- 
mate single births satisfy both these 
standards of prematurity. A recent study 
of 226 babies delivered in University 
College Hospital (Karn, 1947) shows that 
3.5 per cent were premature by both 
standards, and this percentage does not 
differ significantly from the maternity 
survey estimate. 

Table IV relates the alleged duration of 
pregnancies resulting in premature delivery 
to the weight of the babies at birth. 

While it may appear strange that any 
babies weighing as little as 34 pounds should 
have been born at term, there are a few 
cases reported in the literature of babies of 
this weight being born after a normal gesta- 
tion period.” In general this table shows, as 
would be expected, a marked shortening 
in gestation with falling birth-weight, for 
example, in passing from the heaviest to 
the lightest groups, the proportions of preg- 
nancies ending more than 4 weeks early are 
successively Ig per cent, 35 per cent, 62 per 
cent and 85 per cent. 

Since expected dates of delivery were 
available for only a part of the sample, and 
since there was reason to doubt their 
accuracy, birth-weight and not duration of 
pregnancy has been used as the basis of our 


2 This percentage is derived from Zangmeister’s 
table by interpolation. Zangmeister gives no data 
for babies weighing less than 2,000 g. The 
gestation period of 272 days or longer was taken 
as being the equivalent of pregnancies ending 
within a week of the expected date or later. 

* As, for example, the case of a 1 630 g. baby 
born at term reported in Wien Klin. Wochenschrift 
(1943), 56, 87. 
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Taste IV. 
Alleged duratwn of pregnancies resulting in premature births." 


Actual number of births of the following weights 


Date of 
delivery 


or less 


More than 1 week late 

Within 1 week of ex 
pee tedd date 

z weeks early 

4 weeks early 

4 weeks early 

5 or 6 weeks early 

7 or 8 weeks early 

More than 8 weeks early 


Total 


classification of prematurity. This classi 
fication is of considerable practical value 
because it divides into 2 groups 
which have greatly differing mortality- 
rates, as will be Table V_ which 
gives neonatal death-rates per 1,000 live 
births for various birth-weights, Stillbirth- 
rates are not given because 34 per cent of 
stillborn babies were not weighed; on the 
other hand neonatal death-rates can be 
calculated with reasonable accuracy 
birth-weights were known for && 
per cent of babies dying during the first 
month of lite. For obvious reasons twins 
have excluded from Table V and 
throughout this paper. We have also 
luded illegitimate births since it has 
been estimated that about 4o per cent of 


babies 


secn in 


because 


out 


TABLE 


pounds 
pounds 


Percentage 
of all 
premature 


babies 


All weights 
of 5's pounds 
or less 


pounds 


5-5 


pounds 


100.0 


See appendix for details of premature babies omitted from this table 


unmarried mothers, delivered in the week 
3rd to oth March, 1946, escaped interview. 

Although only 6 per cent of babies 
weighed less than 5} pounds they contn- 
buted 52 per cent of the total neonatal 
deaths. The death-rates decrease rapidly 
in passing from the lightest to the heaviest 
babies, proportionately the most sudden 
fall being between the heaviest group of 
‘““prematures "’ (44 to 5} pounds) and the 
lightest group of “‘ mature ’’ babies (5} to 
64 pounds); in this case the ratio of neo- 
natal death-rates is 4:1. But the fall in 
mortality is by no means negligible among 
heavier babies; for example, those weigh- 
ing more than 7} pounds. show a mortality 
only two fifths that of babies weighing 5} to 
6} pounds and seven-tenths that of babies 


Neonatal mortality by birth weight 


nortality 


ive births 604.9 


births 59 


Birth weight (in pounds) 
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4 22 25 4-9 
2 13 yO gl 130 23.5 
4 7 18 38 67 11.7 
Ne I 12 12 24 49 8.5 
10 15 32 61 10.6 
28 25 34 16.0 
22 10 7 45 7.6 
sf 25 9 ib 7 
79 121 117 257 574 
| = 
or Over 
less 2%-3% 3%-4% 4'4 5',-6% 6%-7% 74 Unknown 
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[000 | 246.5 545 20.1 11.3 7-9 283.2 
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weighing 6} to 7} pounds. This table, 
therefore, while it justifies the use of the 
weight standard of prematurity, suggests 
that it is more profitable to study the factors 
influencing the frequency distribution of all 
birth-weights than to limit consideration to 
births of 5} pounds or less. The former 
method has been adopted in the following 
analysis. 


(c) Scope of this Paper. 

The primary aim of the maternity survey 
was to study the standards of maternity 
care available to women in different parts 
of Great Britain and in different social 
classes. Ina survey of this scope it was, of 
course, impossible to make an intensive 
study of any single problem and, for this 
reason, the data are less detailed than those 
that might have been obtained from an 
inquiry aimed solely at the investigation of 
prematurity. An obvious limitation is the 
absence of information on the health and 
nutrition of expectant mothers, subjects 
which would have required much closer 
study than could be given in this survey. 
On the other hand, the very fact that such 
a wide field was covered has made is pos- 
sible to study associations with birth-weight 
which, in a more restricted inquiry might 
have been missed. 


PARI 
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Preliminary scrutiny of the material 
suggested that social class, mother’s age, 
birth order, birth spacing, antenatal super- 
vision, work during pregnancy and 
domestic help were all associated with 
prematurity. The first part of this paper 
is concerned with a study of social class 
differences and the relation of prematurity 
to mother’s age, birth order and birth 
spacing. The second part examines the 
rather more complex problems of the rela- 
tion of prematurity to poor antenatal care, 
and to heavy work during the later months 
of pregnancy. 

The subsequent analysis is based on single 
legitimate births of known weight; 
stillborn babies and babies dying during 
the first month are included where informa- 
tion on birth-weight is available. Through- 
out this paper babies weighing 5} pounds 
or less are referred to as ‘‘ premature.”’ 
Capper (1928) suggested the alterna- 
tive name of ‘“‘immature’’, but this 
gives no more accurate a description than 
the older term. While there is an obvious 
case for coining a new word to show that 
these babies are classed as underweight but 
not necessarily as either premature or 
immature, we did not feel justified in intro- 
ducing yet another term and so have kept 
to the one established by general use. 


SOCIAL CLASS, BIRTH ORDER, BIRTH INTERVAL AND MOTHER’S AGE. 


(a) Social Class." 

In the report of the present survey 
(R.C.O.G., 1948) it was shown that, after 
standardizing for birth order, 4.2 per cent 
of babies born to wives of professional and 
salaried workers were premature, as com- 


' Definitions of the social classes are given in 
Maternity in Great Britain (page 17). 


pared with 6.5 per cent of those born to 
wives of black-coated wage earners and 
6.7 per cent of those born to wives of manual 


workers. While these results confirm 
previous studies by showing that the 
smallest risk of prematurity is among the 
well-to-do, a significantly lower risk was 
encountered only in the most prosperous 
group (which formed g per cent of all 
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married mothers). This was the more un 
expected because no adjustments had been 
made for the varying composition of each 
social class in respect of mother’s age, 
birth spacing and work during pregnancy 

all of which would tend to increase social 
class differences. It, therefore, seemed 
doubtful whether any social class difference 
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For first births 3 groups are considered in 
detail namely, births to women aged 21 to 
25 years, aged 26 to 30 years and aged 31 
to 35 years.’ There are too few younger 
and older women to make comparisons 
worth while. Table VI shows, for each of 
these 3 groups, the weights of babies born 
to well-to-do and to working-class wives. 


Taste VI 


Birth Weights of First-born 


pounds 
or less 
per cent 


5% 6'; 
pounds 
Age Social class per cent 
Professional 
and salaried 
Manual workers 


21-25 
years 


14.8 


20.4 
Professional 16.9 


and salaried 
Manual workers 


30 
years 
19.1 
Professonal 

and salaried 
Manual workers 


years 


would remain if allowance were made for 
all these factors. Unfortunately there were 
insufheient births in the professional and 
salaried class to permit a complete analysis, 
and in the following study it is mainly the 
effects of mother’s age and birth spacing 
that have been taken into account. In 
these comparisons, therefore, working class 
wives are still at a relative disadvantage in 
that they more often worked late in preg- 
nancy,’ and were less likely to be helped 
with their housework. 

It is convenient to make separate studies 
of first and of subsequent births and, in 
each case, to limit comparisons to the two 
professional and salaried 
manual workers. 


social classes 


and “4 


and 
salaried workers 
last 10 weeks of 


12 per cent of il we 
cent of pr fessional 
working during 


wives 
and 
the 


per 
wives’ were 
pre wnancy 

The black 


comparisons because 


lass is not included tn 
these of its close similarity 
as far as birth weight is concerned, to the manual 
worker group. (See Appendix section (g).) 


mated 


Babies in two Social Classes 


Over 
7% pounds 


per cent 


64-7" 
pounds 
per cent 


Total 
number 


Total 
per cent 


100.0 


45-3 


100.0 


100.0 


100.0 


100.0 


100.0 


In the age group 21 to 25 there is a 
marked difference between the classes; 16.4 
per cent of babies -in the professional and 
salaried class weigh 6} pounds or less as 
compared with 28.4 per cent of those in the 
working class 

= 6.24, n=1, P=0.02 - 0.01). 
There is also an excess of births of over 74 
pounds, among the well-to-do. In this age- 
group, however, there are great social class 
differences in standards of care and in the 
proportion working during the last month 
of pregnancy, which may well account for 
some of the discrepancy. A rough cor- 
rection for these differences has been made 
by selecting births to working-class wives 
who had received “‘ adequate ’’ antenatal 
care (i.e. at least 9 attendances starting in 
the first 5 months of pregnancy) and 


* These groups comprise 85 per cent of first 
births to professional and salaried workers’ wives 
ind cent of first births to working class 
wives. The crude data for births excluded from 
this analvsis are given in the Appendix 


SS per 


| 
a 
35.3 128 
30.5 34.5 1,452 
40.2 35-6 177 : 
37 5 36.9 1,013 
43.7 30.1 104 
37-4 32.6 448 
q 
j 
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Taste VII. 
Birth Weights of Subsequent Babies in two Social Classes. 


pounds 5%-6% 
or less pounds 
per cent 


Social class 


per cent 


6%-7% Over 
pounds 7% pounds Total 
percent —_— per cent percent 


Professional] 2.1 

and salaried 
Manual 

workers 
Professional 

and salaried 
Manual 

workers 


26-35 
birth 
interval 
2 yrs. or less 


26-35 
birth 
interval 
3-6 yrs. 
36 and over 
birth 
interval 
3-6 yrs. 


15.6 


Professional 
and salaried 

Manual 
workers 


who had not done paid work during the 
last 5 months of pregnancy. In this 
group the incidence of births weighing 64 
pounds or less was lowered to 24.6 per cent, 
but was still significantly higher than in the 
professional and salaried class. 

For births to women aged 26 to 30 there 
is a surprisingly close agreement between 
the classes throughout the whole weight- 
range; for those aged 31 to 35 agreement is 
less good, but the slightly lower incidence, 
among the well-to-do, of babies weighing 
6} pounds or less is not statistically signi- 
ficant =0.450, n=1, P=0.7 0.5). 

Above the age of 35 there are only 64 
first births in the professional and salaried 
group.’ Of these, 3.2 per cent were pre- 
mature as compared with 12.1 per cent of 
199 births to working-class mothers of this 
age. This difference is, however, not 
significant (y* [using Yates’s correction | 
= 3.394, n=1, P=0.1 - 0.05). 

For subsequent births the material has 
been broken down according to the 
mother’s present age and the date of her 
last confinement.’ This breakdown gave 3 
groups sufficiently large to enable a social 
class comparison to be made; they include 
74 per cent of all subsequent births in the 
professional and salaried class and 61 per 
cent of those in the working class. The 


43-7 38.6 100.0 


29.3 48.1 100.0 


20.8 57-1 100.0 


33-0 100.0 


32.6 50.0 100.0 


29.1 54-4 100.0 635 


crude data for births excluded from this 
analysis are given in the Appendix. Birth- 
weight distributions are shown in Table VI. 
weight distributions are shown in Table 
VII. 

There are no consistent social class dif- 
ferences in this table, and in no case is there 
a significantly lower incidence of prema- 
ture births (i.e. birth-weight 5} pounds or 
less) among the well-to-do (for the age 
group 26 to 35 with birth interval 2 years 
and less, 
xy [using Yates’s correction for small 
numbers} = 3.297, n=1, P=0.1 - 0.05). 

It might be argued that social class dif- 
ferences have been obscured by the 
exclusion of the 34 per cent of stillborn 
babies for whom birth-weights were not 
obtained. This is a valid criticism for 
stillbirths are more numerous in the poorer 
groups and the incidence of prematurity 
among stillborn babies is high. Tables VI 
and VII have therefore been recalculated 
on the assumption that the birth-weights of 
these 34 per cent of stillbirths were actually 


See Appendix. 

* Further subdivision of birth order was not 
made because, as will be seen later, this factor is 
of little importance in relation to prematurity. In 
estimating birth interval no account was taken of 
abortions and miscarriages, but stillbirths were 
included with live births. 


Total 
number 
|| 96 
15.2 B14 
13.4 201 
13.6 1,781 
54 12.0 92 
5-5 | 
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distributed in the same proportions as the 
known weights of the remaining 60 per 
cent. But this adjustment does not alter 
the picture ; it is still only in the single group 
of primiparae aged 20 to 25 that significant 
social class difterences are found. 

A further possibility was that social class 
differences might become apparent if a 
more stringent criterion of prematurity 
were adopted and we have therefore re- 
peated the analysis for the incidence ot 
births weighing 4} pounds or less. After 
standardizing tor birth order and including 
all legitimate single births of whatever age 
or birth spacing, the proportion of babies 
weighing 4} pounds or less is 0.81 per cent 
for the professional and salaried, and 2.16 
tor the manual workers (combined ,’ tor 
first and subsequent births 7.80, 
a=2, P hese percentages 
are in the ratio of 1: 2.7 whereas the ratio of 
prematurity rates in these classes is 1:1.6, 
a value which is not significantly lower. 
These data, therefore, supply no satisfac 
tory statistical evidence that social class 
differences in incidence of births of 4} 
pounds or less are greater than social class 
differences in the incidence of all premature 
births 


IS 


0.05 ~ 0.02). 


DISCUSSION 


The maternity survey confirms previous 
studies by showing that the incidence ot 
premature births is lowest among the well- 
to-do. A significantly low incidence, 
however, is found only in the most pros- 
perous 9 per cent of the sample, and within 
the remaining g1 per cent no social class 
differences can be shown. Nor does the 
risk of premature delivery rise with either 
overs rowding increasing 
family though both these trends are 
associated with a tall in the standard of 
living and, in the case of overcrowding, by 
a rise in stillbirths and neonatal deaths. It 
seems, then, that there is no close quanti- 


increasing oO! 


SiZt’, 
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tative relationship between poverty and 
prematurity such as exists, tor example, 
between poverty and the incidence of still- 
births and neonatal deaths. 

Since the present survey provides no 
information on maternal health and nutri- 
tion, the following discussion of the causes 
of social class differences in prematurity 
must be incomplete. Only two out of many 
possible reasons for the low incidence of 
premature births among the well-to-do are 
considered, namely, that they have superior 
obstetric care, and that they can afford to 
engage adequate domestic help. 

The antenatal and obstetric care avail- 
able to women of the professional classes 
was, in 1946, undoubtedly superior to that 
in any other class; they were the best able 
to afford to engage specialists and to profit 
fully from the advice they were given. 
On the other hand the less-well-to do wives 
of black-coated workers, who were often 
attended by private doctors and private 
midwives, received care that was little, if 
at all, superior to the care given to working- 
class women delivered in hospital or ‘* on 
the district.’’ For these reasons an explana- 
tion of social class differences in terms of 
the quality of antenatal and obstetric care’ 
would fit in well with the fact that only the 
most prosperous class shows a signifi- 


cantly low prematurity-rate.* Moreover it 


Evidence suggesting that infrequent antenatal 
supervision is iated with a high incidence of 
prematurity 1s presented in the second part of this 
paper 

It has 
obstetri 


ASSOM 


ber 2) that while superior 


n suggested (2 

care greatly reduce stillbirth rates 
I the well-to-do, it can do little to reduce 
them in the working classes. It not unlikely 
that the explanation of this difference is that well 
to-do women the time and assistance to 
enable them to profit fully from the advice they 
re given, whereas work class women have 
not In any case it dangerous to argue 
that be intenatal or obstetric care 
does not lower the stillbirth rate of the working 
will ive the prematuritv rate 
unchanged 


in 
Is 


nave 


in 


wi uld t 


improved 


class it ilso le 


| 

j 
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Taste VIII. 
Birth Weight of First-born Babies by age of Mother 


5's pounds 
or less pounds 
per cent per cent 
13.7 20.3 
8.1 20.3 
6.5 19.0 
9.2 20.3 
12.1 21.1 


Age of mother 


20 years or younger 
21-25 
20-30 
31-35 
36 and over 


(Comparing the incidence of prematurity at different ages \? 


would explain why social class differences 
tend to be greatest among young mothers 
and those with closely-spaced pregnancies, 
for these groups particularly need skilled 
obstetric care and, in the working-class 
group, are the least likely to get it (see 
pages 154 and 159). 

Paid domestic help was, in 1946, exten- 
sively employed only by women of the 
professional and salaried class. In all other 
classes (black-coated as well as working- 
class) the main sources of assistance were 
relatives and friends, many of whom gave 
no more than occasional help during the 
last months of pregnancy (see Maternity in 
Great Britain, page 184). Lack of domes- 
tic help is associated with an increased risk 
of premature delivery’ and it may well be 
that the social class differences noted above 
are in part attributable to the greater avail- 
ability of domestic help to the well-to-do. 

The findings of this section emphasize the 
need for further information on childbear- 
ing in the professional and salaried classes. 
The low incidence of prematurity in these 
classes, when birth spacing and mother’s 
age are unfavourable (that is to say, are 
associated with a high prematurity-rate in 
the working class), suggests that a com- 
parative study of the nutrition, activities 
and obstetric care of well-to-do and work- 
ing-class expectant mothers might solve 
some of the outstanding problems of pre- 


' See Part II of this paper. 


Over 
7% pounds 


per cent 


64, 
pounds 
per cent 


Total 
number 


Total 
per cent 

197 
1452 
1013 


448 
199 


32.0 
30.5 
37-0 
37-9 
34-1 


100.0 
100.0 
100.0 
100.0 
100.0 


34.0 
34.8 
36.9 
32.0 
32.7 


16.01, 4, P<o.01). 


maturity. The major difficulty of such an 
inquiry would lie in the small size of the 
professional] and salaried class, and a rather 
special type of sampling technique would be 
needed. 


(b) Birth Order, Birth Interval and 


Mother's Age. 

In view of the social class differences 
shown in the previous section it was thought 
advisable not to pool the material from all 
social classes, but to consider the manual 
worker group alone. Duplicate analyses 
for the pooled material have shown, how- 
ever, that the effects of mother’s age, birth 
spacing and birth order are in every way 
similar to those described below. 

It is convenient to consider first-births 
separately from subsequent ones as rather 
different factors have to be taken into 
account in each case. For example, paid 
work during pregnancy is only relevant to 
subsequent births. The risk of prema- 
turity is moreover considerably greater 
among first births (8.3 per cent) than among 
those resulting from subsequent preg- 
nancies (5.6 per cent). 

First births. It has previously been 
shown that first babies are least often pre- 
mature when the mother is aged 25 to 35 
years. Rather wide age groups were, how- 
ever, used and these have now been 
narrowed to give the figures shown in 
Table VIII. 


JOURNAL OF OBSTETRICS 


AND GYNAECOLOGY 


Taste IX 


Standards of Care given to Primigrai 


Starting antenatal supervision 
yo weeks or more before delivery 


Age of mother 
per cent 


40 years or younget 
21-25 
35 
30 and over 


Ihe major differences between the age 
groups are found in the proportion of babies 
weighing 5) pounds or less. The most 
favourable age in regard to birth-weight to 
have a first baby is between 26 and 30 and 
the least favourable, 20 years or younger. 
Exactly the same age differences in the 
incidence of prematurity are found when 
the data are broken down into groups of 
those working and those not working during 
pregnancy (see Maternity in Great Britain, 
Table 40) so that the excess risk among 
younger women cannot be explained by 
relating it to gainfulemployinent. Nor does 
it seem to be related to poor economic con 
ditions. For example there is no reduction 
in these age differences when only the least 
crowded households are considered (1} or 
tewer persons per room) 

Since the youngest primigravidae ran 
the greatest risk of having a premature 
baby, it would seem that they should have 


Tan 
Ne« 


Comparison of Prematunty, Stillbirths and 


Lt 


idae of Different Ages 


Delivered 
in institutions 
per cent 


Making 10 or more 
antenatal attendances 
per cent 


47-4 
60.0 
65.5 


73-3 
380.0 


received special care during pregnancy and 
confinement. This was not the case, as will 
be seen in Table LX. 

Far from receiving preferential treat- 
ment, the youngest mothers get less satis- 
factory antenatal care and are less 
frequently confined in institutions than 
those in any of the older age groups. The 
oldest mothers, on the other hand, receive 
the best care, and attempts have clearly 
been made to offset the special risk associ- 
ated with first births to women over 30 
years of age. 

The changes, in prematurity, stillbirths 
and neonatal deaths, that occur as age of 
mother increases are shown in Table X. 

Whereas the stillbirth-rate rises steadily 
with mother’s age and is lowest among the 
youngest group, the neonatal death-rate 
(estimate (a)) is highest when the mother 
is 20 years or younger and runs parallel to 
the prematurity rate, falling to a minimum 


X 


ital Death Rates am First-born singletons 


Working class only 


20 years 


or 


younger 


Premature births (per cent) 
for all weighed berths) 

Stillbirths (per cent 

(for all births 

Neonatal deaths 

for all births (per cent) 

b) for babies weighing over §'% 
pounds (per cent) 


a 


Age of mother 


so years 
and over 
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15.4 
$7.0 
17.7 37 5 
24.5 40.6 
24-4 44.0 
21-25 26 30 $1- 35 
years Vears vears 
13 6 9.2 
2.52 4.95 > 
408 2.$! 1.745 2.02 3.90 
1.18 ».07 1.26 1.45 1.72 
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Taste XI. 
Birth Weight of Subsequent Babies by Age of Mother and Birth Spacing. 


pounds 
or less 
per cent 


5%-O% 
pounds 
per cent 


Birth 
interval 


Age of mother 
2 years 


25 and younger 
and less 


26-35 
36 and over 


14.8 
15.2 
15-3 
17.2 
13.6 
11.0 


36 
years 


25 and younger 
26-35 
36 and over 


Over’ 
6 years 


26-35 
36 and over, 


13.8 
18.1 


Over 
pounds 
per cent 


6'2-7% 
pounds 
per cent 


Total 
number 


Total 
per cent 


406 
814 
249 
355 
1,781 
635 


535 
526 


100.0 
100.0 
100.0 


35-7 
29.3 
32-9 


100.0 
100.0 
100.0 


32.1 


33.0 
29.1 


31.2 
28.7 


100.0 
100.0 


(Comparing the incidence of prematurity at different ages and birth spacings, x? = 23.78, m = 7, 


P <o.o1 


The greatest single contribution to yx? is made by the group aged 26-35 and with birth 


spacing of 3-6 years.) 
* Only 9 births to mothers 25 years or younger in this group. 


at 26 to 30 years and thereafter rising again. 
The shape of the curve relating neonatal 
death-rate to mother’s age seems to be 
largely determined by deaths among pre- 
mature babies. When only babies weighing 
over 5} pounds are considered (estimate 
(b)) the curve runs roughly parallel with the 
stillbirth-rate. 

Woodbury’ (1925) showed that young 
mothers were the most likely to have pre 
mature babies and this view has been con- 
firmed by many subsequent studies. But 
some reach an opposite conclusion, for 
example Drillien (1947) found that the risk 
of premature first births increases steadily 
with rising age of mother from 5.3 per cent 
at ages 19 years and younger to 16.2 per 
cent at ages 35 and over. On the other 
hand, she found that both “‘very young and 
very old’’ mothers had high neonatal mor- 
tality-rates. Her figures, however, refer to 
a hospital sample which is of very different 
age composition from the general popula- 
tion and which has been selected for 
abnormalities; it may be that this is the 


1 Woodbury measured prematurity by length 
of gestation. His figures (general Table 19) were 
standardised for order of birth 


explanation of the low risk of prematurity 
in the younger age groups. 

Subsequent births. The relation of birth 
interval and mother’s age to the incidence 
of premature subsequent births has been 
discussed in some detail in Maternity in 
Great Britain (p. 141). Each factor was, 
however, treated in isolation and no allow- 
ances were made for overlapping effects, 
e.g., that the shortest birth intervals are 
most frequent among the youngest mothers. 
In order to allow tor this type of associa- 
tion, the data have been broken down to the 
groups shown in Table XI. Birth order is 
not included in this breakdown because it 
does not appear to be associated with pre- 
maturity. For example after standardiza- 
tion for birth spacing and birth interval the 
incidence of prematurity is 5.3 per cent for 
second, 5.0 per cent for third and 5.2 per 
cent for higher birth orders. The lack of 
association of birth order with prematurity 
is also shown in the following comparisons : 
For women aged 25 to 35 years with preg- 
nancies spaced 3 to 6 years the incidence of 
premature births is 3.1 per cent for the 
second, 3.8 for the third and 3.8 for the 
fourth or higher order births. For women 
aged less than 25 years and with preg- 


155 

42.1 

6.0 45.8 

3-5 9.9 

5-5 
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nancies spaced 2 years or less the incidence 
of premature births is 6.9 per cent for 
second, 7.6 per cent for third and 7.7 per 
cent for fourth or higher order births. 


These, as will be seen in Table XI, are the 
extreme instances. 

The risk of having a baby weighing 5) 
pounds or less is lowest when the mother ts 


aged 26 to 35 years and has had a baby not 
less than 2, nor more than 6, years pre- 
viously. With older or younger women, the 
risk is greater even with birth intervals of 
; to 6 years; with shorter or longer birth 
intervals, the risk is greater even when the 
mother is aged 26 to A division 
into finer intervals between births gives the 
following figures 


years. 


iz 23 


or less yrs vrs 


Premature 
per « 


lotal 


number 


lhe high figure of 19 per cent prematurity 
with pregnancies spaced 1 year or less apart 
is probably a considerable overestimate. In 
talking about a birth interval of one yeal 
or less, the implication is that conception 
took place during the 3 months following 
the previous confinement. If a baby Is 
premature, however, his birth may occur 
within a vear although conception was well 
after the 3-months period. Thus some 
premature babies born during the first year 
ought to be included with the second-year 


TABLE 
Standards of care 


Interval since 
last birth or more 
per cent 

vears oF le SS 

; © years 12.7 


More than 6 yee 15.4 


given to 


antenatal supervision 
before delivery 
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births. The same criticism applies, of 
course, to the other birth-interval groups, 
but is unlikely to have any serious effect on 
the validity of these figures, because what 
is lost at one end of the group is gained at 
the other. 

Whatever the mother’s age, the incidence 
of prematurity is consistently high with 
birth-intervals of 2 years or less. It is, 
therefore, of some importance that women 
with such closely spaced pregnancies should 
receive special care during pregnancy and 
confinement. But in fact, as is shown in 
Table XII, they are relatively neglected. 

As judged by the adequacy of antenatal 
supervision, those with the shortest birth 
intervals get the least satisfactory care; on 
the other hand, they are only a little less 
likely to have an institutional delivery. 


Although much attention has been paid 
to the effects of mother’s age and parity on 
prematurity, relatively few studies have 
been made of the effects of birth spacing. 
[he present survey has shown that (after 
tandardizing for age) women who space 
their pregnancies more than 2, but not more 
than 6 years apart, are least likely to have 
premature babies. This confirms the study 
published by Woodbury (1925), but his 
inalysis has recently been vigorously 
criticized by Eastman (1944) on the grounds 
that in calculating birth interval he neg- 
lected to make allowance for the short 
gestation period of premature babies. 
Eastman, however, in his study of 5,158 


X11 


VMultigravudae 


Delivered 
In institutions 
per cent 


Making 10 or more 
antenatal attendances 
per cent 

21.0 35.3 
38.2 
43-9 


25.0 


30.0 


yrs. yrs. 6 yrs 
DISCUSSION. 
| 
35 1,355 1,069 75 g20 1,073 
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multiparae admitted to Johns Hopkins 
Hospital errs in the opposite direction by 
excluding all births with intervals of one 
year or less. In doing this he is depriving 
the 1 to 2 year group of premature births 
that, by date of conception, should rightly 
be included in this period and for this reason 
his suggestion that short birth-intervals are 
not associated with an increased incidence 
of prematurity is difficult to accept. More- 
over neither Eastman nor Woodbury made 
allowances for the effects of mother’s age. 

An indirect estimate of the optimum birth- 
interval was made by Yerushalmy (1945) 
using all births and stillbirths in the United 
States in 1937-41. His calculations, which 
were based on the fact that in a single age 
group the average interval between births 
decreases with increasing parity, suggested 
that either short or long birth intervals are 
associated with high stillbirth-rates. Yeru- 
shalmy’s findings, however, are not con- 
firmed by the present data, as will be seen 
in Table XIII. 

In each birth-spacing group stillbirths 
increase with rising age and there is no indi- 
cation that, when births to mothers of the 
same age are compared, stillbirth-rates are 
unduly high with either long or short birth- 
intervals. 

The fact that both early childbearing 
and closely spaced pregnancies are 


TasLe XIII. 


Percentage of Stillbirths among Children born to 
Mothers of Different Ages after Different Birth 
Intervals 


(Working class births only.) 


Stillbirths to mothers aged 


35 years 
and over 
per cent 


25 years 26-35 
or less years 
per cent per cent 


Birth spacing 


2 years or less 0.5 5 
3-6 years 1.4 ‘ 4 
4 6 


B 
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associated with a high risk of premature 
delivery suggests that better knowledge ot 
effective methods of birth control would 
help to reduce the incidence of prematurity. 
The Royal Commission on Population 
(1949) recommended that ‘‘ the giving of 
advice on contraception to married persons 
who want it should be accepted as a duty 
of the National Health Service, and the 
existing restrictions on the giving of such 
advice by public authority clinics should be 
removed.’’ Whether or not this recom- 
mendation is implemented there is little 
doubt that the effective practice of birth 
control will become widespread in the work- 
ing classes. It is therefore a point of some 
practical importance to find out what 
changes in the incidence of prematurity, 
stillbirths and neonatal deaths might be 
expected to follow the more general use of 
contraception. It is convenient to classify 
these changes into 2 groups, those resulting 
from the postponement of first pregnancies, 
and those resulting from the wider spacing 
of births. 

The main reason why working-class 
women start childbearing at a younger age 
than women of the professional classes is 
that they marry earlier. The interval 
between marriage and the birth of the first 
baby is approximately the same in all 
classes being, in the present survey, 3.8 
years among the well-to-do and 3.6 years 
among the working classes. The main 
social class difference lies in the proportion 
of first births occurring within 2 years of 
marriage which is 43 per cent for the well- 
to-do and 51 per cent for the working 
classes, so that even during this period 
social class differences are small. 

These figures suggest that the more wide- 
spread use of birth control by the working 
classes is unlikely to lead to postponement 
of childbearing till an age when the 
hazards of labour are materially increased. 
But it might be argued that the working 


* Only 9 births in this group. 
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classes have more incentives to postpone 
childbearing than the well-to-do who marry 
later and are probably more aware that 
above the age of 30 the risks associated with 
a first pregnancy rise steeply. It is of 
interest, therefore, to estimate what changes 
in prematurity, stillbirths and neonatal 
deaths would be expected if the age distn- 
bution of first deliveries in the working 
class approximated to that in either the 
black-coated or the professional class, in 
both of which contraception is widely 
practised (Lewis-Faning, 1949) These 
estimates are shown in Table XIV. 

If the age distribution of working-class 
deliveries were the same as in the black 
coated class the msk of premature births, 
stillbirths and neonatal deaths would 
remain almost unchanged. If it were the 
same as in the professional class there would 
be a 21 per cent increase in stillbirths; such 
an extreme change in reproductive habits 


is, however, considered most unlikely 
Taste XIV 
Changes im Incidence of Prematunty, Stillbirths 
and Neonatal Deaths among First Births that 
might be associated with Postponement of Child 
bearing in the Working Classes 

Stil. Neonatal 
births deaths 
per cent per cent 


Premature 
births 
per ce nt 


Observed iu 


(has 


working 


Expected with 
ciistmbut 


A similar analysis has been made tor sub 
sequent births, 
assumed th it 


ind in this case it has been 
the 
were of the same age and spaced their preg 


working-class mothers 


nancies in the same way as women in the 
black-coated and professional classes. The 
resulting estimates are shown in Table XV 
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Taste XV 
Changes m Incwdence of Prematurily, Sidlbirths 
and Neonatal Deaths among subsequent births 
that might be associated with the more widespread 
use of contraception in the Working Classes. 


Still- Neonatal 
births deaths 
per cent per cent 


Premature 
births 
per cent 
Observed in working 
lass 
Expected with 
and birth 
found in 
coated class 
Expected with 
and birth 
found = in 


sional class 


age 
spac ing 
black 


age 
spacing 
protes 


It working-class mothers had their babies 
at the same ages and spaced them in the 
same way as mothers in the professional 
. the stillbirth and neonatal death- 
rates would remain almost unchanged and 
the prematurity-rate decrease by 7 per cent 
(trom 5.6-5.2 per cent). 

So far we have considered the unguided 
application of contraceptive knowledge but, 
if it is to bring about any large reduction in 
premature births, this knowledge must be 
iccompanied by advice on the safest ages 
and intervals for bearing children. In the 
present survey 48 per cent of working- 
class mothers spaced their pregnancies 
either so closely or so tar apart that they ran 
an abnormally high risk of giving birth toa 
premature baby. If they all could have 
been persuaded to leave intervals of 3 to 6 
years between births the prematurity-rate 
tor subsequent pregnancies would have 
been reduced by 21 per cent’ (or, for all 
birth orders, by 12 per cent) the stillbirth 
rate remaining unchanged. While such an 


classes 


uution of births 
, that the 


the distri 

ins unchanged; 1.¢ 

associated with a fall in the 
short birth intervals would be com 

with a fall 
than 6 years 


decre associated 


intervals longer 


ises 


tre quency 


2.1 2.4 
2.2 24 
a 5.2 2.2 2.3 
— 
of 
black mted class 2.4 
Expect ad with ue 
distribution ot 
protessior il und 
slanied lass 4.5 > 
Thi 
pothers 
in 
treq encyv of 
pe ited by a 
n th 
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extreme change in reproductive habits is 
unlikely, there is little doubt that a con- 
siderable increase in the proportion of 
pregnancies spaced 3 to 6 years apart could 
have been brought about if advice on family 
planning had been included among the 
normal functions of the maternity services 
and if at the same time women had been 
told what were the optimum intervals to 
leave between pregnancies. It has been sug- 
gested by the Royal College of Obstetricians 
and Gynaecologists (1944, 1948) that this 
advice might best be given at postnatal 
clinics. 

Whereas we may expect that, even if 
there is no improvement in living con- 
ditions and standards of obstetric care, the 
better planning of families will be accom- 
panied by a fall in the incidence of prema- 
turity among subsequent births, there is no 
reason to believe that the use of more 


effective methods of birth control will sub- 
stantially lower the frequency of premature 


first births (see Table XIV). Yet a study of 
social class differences suggests that, by 
suitable measures, prematurity among first 
births could be reduced by as much as 37 
per cent. These measures would include 
improvements in general living conditions 
and in antenatal and obstetric care. 
Evidence is produced in the second part of 
this paper to show that, after standardizing 
for age and social class, premature delivery 
is associated with both infrequent antenatal 
supervision and heavy work during the last 
months of pregnancy. Since young work- 
ing-class primiparae receive inferior ante- 
natal and confinement care (see Table LX) 
and are more likely than older women to 
remain in paid employment late in preg- 
nancy, it is not unlikely that the high risks 
of prematurity in this group are associated 
with these deficiencies rather than with any 
physiological relationship between age of 
mother and weight of baby. This view is 
strengthened by the fact that, whereas the 
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incidence of premature births is high among 
working-class primiparae of 25 years or 
younger, it is low for the same age group 
in the professional classes (see Table V1). It 
is probable that if the younger mothers 
could be encouraged to make fuller use of 
the antenatal services, and if at the same 
time they were given higher priority for 
hospital delivery and the opportunity to 
leave their employment several months 
before the end of pregnancy, the risk of 
prematurity in this group would be 
materially reduced. Our present know- 
ledge is however insufficient for a reliable 
estimate to be made of the reduction in the 
overall incidence of prematurity that might 
follow these measures. 


SUMMARY. 

1. This paper is based on information 
relating to 13,257 singletons of known birth- 
weight contacted during the maternity 
survey of the Royal College of Obstetricians 
and Gynaecologists and the Population 
Investigation Committee ; 6.5 percent of the 
babies were ‘‘ premature,’’ that is to say, 
weighed 54 pounds or less, and they contri- 
buted 52 percent of all neonatal deaths. 
When multiple births are included the pre- 
maturity rate rises to 7.6 per cent. 

2. Social class differences in the risk of 
premature delivery are present, but rela- 
tively unimportant. A significantly low 
incidence is found only among the most 
prosperous g per cent of the sample; within 
the remaining gt per cent no social class 
differences can be shown. 

3. Abnormally high rates of premature 
births are found in 2 well defined groups of 
working-class women, namely primiparae 
aged 20 years or less, and multiparae with 
closely spaced pregnancies. These two 
groups, moreover, get the least adequate 
antenatal and confinement care, are the 
least likely to be helped in the house and 
frequently work till late in pregnancy. 
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Among the well-to-do prematurity-rates 
are not high at these ages, and with these 
birth spacings; this is the explanation of 
the social class differences observed. 

4. The incidence of prematurity is, of 
course, also high among births to elderly 
primiparae and multiparae of all classes, 
but the abnormal risks in these groups are 
well known and have been to some extent 
offset by greater care during pregnancy and 
confinement. 
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To Part I. 


Including 1 set of triplets 

Both cards and original questionnaires were lost 
for these 27 interviews. The loss occurred during 
transit from the firm who analysed the 1946 
survey to the London School of Economics where 
the present analysis was made. None of the 
“lost '' babies was dead or stillborn and their 
social class was 5 professional and salaried, 16 
manual workers, 5 other occupational groups 
including black-coated and 1: of unknown 
occupational group 


b) Information on birth weight 


Number of births to wives of 


Professional 
Birth and salaried 
weight workers 
Known 1,096 
Unknown 5S 
Total 1,104 


Black-c: 
Manual 
workers 


Che above table refers to singletons 


ind other types 


ot workers 


ited Men in 


unknown 
occupations 


Unmarried 
mothers 
663 

I 9 


Total 
13,257 


>? 


13,480 


Of 363 multiple births 338 birth weights were recorded and 


25 were unknown 


{ 
é 
13,507 33" 
13,450 lek 
= 
178 27 
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(c) Table IV. 

Total premature births among singletons — 862, 
of which 70 were to unmarried women or women of 
unknown social class. 


Of the 792 legitimate premature single births 
live and still) the expected date of delivery was 
exactly stated for 574, approximately stated for 
36 and is unknown for 182. 


(¢) Table VI. 


The following table gives the data for groups omitted from Table V1. 


Age of mother Social class 


Professional 
and salaried 
Manual workers 


20 years or less 


Professional 
and salaried 
Manual workers 


35 years and older 


(d) Table V. 

The total of known birth weight exposed to risk 
in this table is 12,328 births of known weight, to 
which must be added 191 stillbirths of known 
weight, making a total of 12,519 legitimate single 
births of known weight to mothers of known 
occupational group. There are also 113 births of 
unknown weight, to which must be added 100 still- 
births of unknown weight, making a total of 213 
births of unknown weight. 


5% pounds 5%-6% 6%-7% Over 
pounds pounds 7% pounds 


o 3 
49° 63 
‘ 28 


24 42 68 


The following births of unknown weight have been omitted from this table :— 


Professional and salaried 


Manual worker class 


2 births to mothers of unknown age 
3 births of unknown weight 


{ 8 births to mothers of unknown age 


(56 births of unknown weight 


(f) Table 


The following table gives the data for age and birth spacing omitted from Table VII. 


Group Social class 


25 years or Professional 


younger 


Aged 26-35 
birth interval more 
than 6 years 


Aged 36 and over 
birth interval 2 years 
or less 


Aged 36 and over 
birth interval 6 years 
and over 


and salaried 
Manual workers 


Professional 
and salaried 
Manual workers 


Professional 
and salaried 
Manual workers 


Professional 
and salaried 
Manual workers 


5% pounds 5%-6% 6%-7% Over 
or less pounds pounds 7% pounds 


33 


The following births of unknown weight have been omitted from this table: 


{ 10 births of unknown birth spacing or mother’s age 
5 births of unknown weight 


Professional and salaried class 


Manual! worker class 


{ 59 births of unknown birth spacing or mother’s age 
| 122 births of unknown weight. 


| 
2 26 64 
| 
Po 52 123 261 335 771 
37 74 167 257 535 
15 38 82 114 249 
oe = 95 151 247 526 
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(g) The following tables show the breakdown by birth-weight, mother’s age and birth spacing of 
births to wives of black-coated wage earners. 


First Births 


54 pounds 5%-6% 6%-7% Over 
and less pounds pounds 7'; pounds Total Total 
Age of mother per cent percent percent per cent per cent number 


20 years and younger ' 5 100.0 
21-25 4 3 100.0 
100.0 
100.0 


40 and over 100.0 


Total of unknown birth weight 


Total of unknown age 


ubsequent Buths 


Birth-weight 


Hirth 


Over 
yunds pounds Total Total 


pout 
T cent per cent per cent number 


spacing ge of mother er cel 


2 years and young 


nd 


100.0 


Over 14 49.1 100.0 


and over 15 100.0 


Total of unknown age or birth spacing 


Total of unknown birth weight 


4 
j 
N 
‘ 
2 
17 
245 
256 
99 
55 
pounds 
2.2 20.0 26.7 51.1 45 
{ less 20-35 7.0 12.0 25.3 §2.1 100.0 92 
30 and ove 12.9 25.8 29.0 32.3 100.0 7 
2§ and younger 6.5 6.5 5.8 1.2 100.0 31 
vear 
+7 32.7 49.7 100.0 275 
3 ¢ mad over 7.1 ; 7 42.9 100.0 
| 
79 
7 
\ 
‘ 
| 
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Part II. 
ANTENATAL SUPERVISION AND WORK DURING PREGNANCY. 


Introduction. 

It was shown in Maternity in Great 
Britain (pp. 38 and 141) that premature 
births were particularly frequent among 
those who had had “ inadequate ’’ ante- 
natal care or who had been gainfully em- 
ployed during the last months of pregnancy. 
It was emphasized, however, that the 
evidence did not justify a staternent on the 
extent to which these factors, by them- 
selves, were responsible for a high inci- 
dence of prematurity. This caution was 
necessary because women who work during 
pregnancy or who fail to make full use of 
the antenatal services are on the average 
poorer, younger and tend to have more 
closely spaced births. It seemed possible 


that the high prematurity rate might be 


due to these facts rather than to the effects 
of poor supervision or gainful employment. 

Even with a sample as large as the 
present One (13,257 single births of known 
weight) an attempt to make allowances for 
age of mother, social class, and birth 
spacing as well as for quality of antenatal 
supervision and duration of paid employ- 
ment, fragments the material into units 
which are too small for statistical analysis. 
This difficulty was overcome by a matching 
method which will now be described. 

This method was originally devised for 
use in a follow-up study of the health and 
development of premature babies during the 
first 2 years of life, but it has obvious uses 
in the analysis of the causes of prematurity. 
Each premature baby was matched for 
certain attributes with a mature one (the 
‘control ’’), and these matched pairs were 
then compared in respect of other 
unmatched attributes. The pairs were 
matched for sex, birth order, social class, 
overcrowding and mother’s age. They 


were, moreover, drawn from the same local 
authority or, where this was impossible, 
from the same type of authority in the same 
geographical region. By this method it has 
been possible to isolate the effects of ante- 
natal supervision and work during preg- 
nancy from the overlapping effects of birth 
order, mother’s age, social class and over- 
crowding, and at the same time to be left 
with numbers sufficiently large for statis- 
tical treatment. 

A further serious limitation of the mater- 
nity survey data was that no information 
was available on the duration of pregnancy. 
Since mothers of premature babies have 
shorter pregnancies, they have less chance 
to remain under antenatal supervision 
for as long or to attend as frequently as 
mothers of babies born at term, and they 
will, therefore, tend to have less “‘ ade- 
quate "’ care.’ For the same reason, as com- 
pared with mothers of ‘‘ mature ’’ babies 
who have worked until the same week in 
pregnancy, they will tend to have a shorter 
interval between leaving work and the onset 
of labour. It, therefore, seemed possible 
that the association of high prematurity- 
rates with poor antenatal care and with 
work during the last months of pregnancy 
was an artefact. In order to test this pos- 
sibility, information was obtained from 
hospital and midwives’ records of the 
expected date of delivery of the majority of 
premature babies and their matched con- 
trols (see Part I, Table IV and Appendix). 


' The following classification of quality of 
antenatal care was used: Adequate — at least 9 
clinic attendances starting in the first 3 months of 
pregnancy. Barely adequate — at least 6 clinic 
attendances starting in the second three months 
of pregnancy. Inadequate attendances only ia 
the last 3 months of pregnancy. 
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(a) Antenatal Care. 


The data in Table 17 of Maternity im 
Great Bntain shows that tor both first and 
subsequent births, the rate of prematurity 
is lowest with ‘‘ adequate "’ and highest with 
‘* inadequate "’ supervision. For first births 
to working-class women attending ante- 
natal clinics the incidence is 5.8 per cent 
among those receiving “‘ adequate care 
and 10.5 per cent among those receiving 
‘inadequate care. For subsequent 
births the relevant figures are 3.5 per cent 
and 9.3 percent. We will now re-examine 
these findings in relation to duration of 
pregnancy; the following analysis refers to 
working-class births. 


Adjustments for duration of pregnancy 
were made in the following way. If 2 
women each came under antenatal super- 
vision 20 weeks before delivery, and if one 
was delivered 2 weeks before the expected 
date and the other 2 weeks after, the 


adjusted lengths of supervision would be 18 


and 22 weeks respectively. In making this 
adjustment it has, of course, been necessary 
to exclude cases where the expected date ot 
delivery was unknown. Since these include 
a high proportion of women attending late 
in pregnancy and since this type of exclu 
sion was more frequent in the premature 
group (11.1 per cent) than among the 
‘controls '’ (4.5 per cent) there will have 
been a slight overestimate of the average 
duration of supervision in the former case 


These calculations were made on the 
matched "’ sample in which each prema- 
ture baby was paired with another weigh 
ing more than 5} pounds (the “‘ control °’) 
who was of the same sex and order of birth 
and born to a mother of the same age and 
social class. The ‘‘ control’’ was, more 
over, chosen from the area of the same or 
a nearby local authority and from a home 
of similar type. In this way we have 
standardized, as far as our material allows, 
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tor many of the other factors associated with 
prematurity. 

When the date of starting antenatal 
supervision is related to the expected date 
of delivery, it is found that mothers of pre- 
mature babies came under supervision at 
approximately the same stage in pregnancy 
as did mothers of ‘‘ controls.'’ The figures 
in each group are 24.7 weeks for mothers of 
premature babies and 23.3 weeks for 
mothers of ‘‘controls’’ (difference 1.39+ 
0.71 weeks). 

Although, after correcting for length ot 
pregnancy, the duration of antenatal super- 
vision is approximately the same in each 
group, there is strong evidence that mothers 
of premature babies were less regular in 
their attendances. Thus, in the uncor- 
rected data when only matched pairs were 
considered which had been under super- 
vision for exactly the same length of time, 
it was found that the mean interval between 
visits was 36 per cent longer in the prema- 
ture group. (Difference 1.06 weeks, f= 2.12, 
n=44,P=0.05- 0.02.) Itis unfortunately 
impossible to adjust the number of attend- 
ances to the actual duration of pregnancy 
since the frequency of attendance varies at 
different pregnancy; but this 
difficulty may be avoided by selecting pairs 
with the same length of gestation. Thus, 
both members of 71 pairs were born within 
one week of the expected date of delivery. 
Whereas the duration of supervision among 
these 71 pairs was 20.9 weeks for the 
prematures and 21.6 weeks for the 

‘controls,’" a non-significant difference, 
it will be seen in Table XVI that mothers 
of premature babies had made significantly 
fewer attendances. 

Since the matched pairs were drawn from 
the same local authorities, variations in local 
standards of attendance cannot explain 
these differences. It thus appears that 
mothers of premature babies failed to make 
full use of the services provided, though it 


stages of 


| 
| 
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XVI. 
Frequency Distribution of Number of Antenatal 
Attendances made by Mothers of Prematures and 
Paired Controls who were Confined within one 
Week of the Expected Date of Delivery. 


Frequency of attendances 
More 


than 
12 Total 
per per 
cent cent 
7-5 100.0 67° 


Total 
53 No. 
per 

cent 


46.3 


per 

cent 
22.4 


Q-12 
per 
cent 


Premature 23.8 


Matched 


control 14.5 24.6 43-5 17.4 100.0 6gf 


(x? = 12.20, nm = 3, P<o.o1) 
* 4 of unknown frequency of attendance. 
* 2 of unknown frequency of attendance. 


should be borne in mind that the evidence 
is derived from a rather exceptional group 
of women delivered at term of underweight 
babies. 

Another finding of the follow-up survey 
points to a lower standard of antenatal 
supervision among mothers of premature 
babies. Records of blood-pressure and/or 
urine examinations were not available for 
26 per cent of the “‘ premature ’’ group as 
compared with 14 per cent of the “‘ con- 
trols ’’ (x* = 8.96,n=1, P= <o.o1). Insome 
instances records had been destroyed, but 
it is difficult to see why they should have 
been more frequently destroyed in the case 
of premature births. Indeed it is the usual 
custom to get rid of the records of normal 
and preserve those of abnormal confine- 
ments. Again, since both groups are drawn 
in equal numbers from the same local 
authorities, differences in local practices do 
not provide an explanation. 
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The evidence of the previous paragraphs 
suggests that the figures given in Table 17 
of Maternity in Great Britain overestimate 
the importance of the association of poor 
antenatal care with prematurity. But this 
association still persists when adjustments 
are made for the shorter gestation period in 
the premature group. The problem is, how- 
ever, very complex and there is need for 
a much more detailed study of the effects 
of antenatal care taking into account not 
only the duration and frequency of super- 
vision, but also the quality of care. An 
inquiry of this type would show what part, 
if any, improvements in, and greater avail- 
ability of, antenatal care can play in reduc- 
ing the risks of premature births. 


(b) Paid Work During Pregnancy. 

Few multigravidae are gainfully em- 
ployed during pregnancy, and the following 
study has, therefore, been limited to first 
births. In order to reduce the variability of 
conditions of work, both inside and outside 
the home, only the working-class group has 
been used; but similar trends, though less 
marked, are found among the well-to-do. 

In the report of the maternity survey, 
(1948, p. 141) it was shown that women who 
have been gainfully employed during the 
last 5 months of pregnancy more often have 
premature babies than those who have left 
work at an earlier date. The frequency 
distribution of the birth-weight of babies 
born to these groups of working women is 
shown in Table XVII. 


TasLe XVII. 
Birth Weight by Date of Leaving Work. 


pounds 


Date of leaving work 
in weeks before 
delivery 


5%-6% 


(First births to working class mothers.) 


Over 
7% pounds 
per cent 


6%-7% 
pounds 
per cent 


Total 
per cent 


Total 
number 


i1 or less 
12-19 
20 and over 


For distribution of premature births in these groups, x? = 20.90, nm = 2, P< 0.01. 


39.6 
37-8 
35-7 


29.5 
32.8 
37-8 


100.0 
100.0 
100.0 


278 
499 
1,167 


or pounds 
per cent per cent 
13.7 17.2 

6.0 20.5 
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Women working within 12 weeks of their 
confinements are the most likely to have 
premature babies and the least likely to 
have babies weighing more than 7) pounds. 
On the other hand, the lowest incidence of 
premature births and the highest incidence 
oi births over 7} pounds is among those 
leaving work during the first 4 months of 
pregnancy. These differences cannot be 
explained by the fact that women working 
late in pregnancy tend to be younger than 
those leaving early, for further breakdown 
of the data by mother’s age does not alter 
the picture in any way (see Maternity in 
Great Bntaimn, lable 40). 

In some cases illness of the mother may 
have been a reason for leaving work, and 
this will tend to reduce the association 
between work and prematurity. For 
example, a relatively high proportion of 
women with toxaemia might be expected to 
leave work during the rath to roth week 
before delivery. This would result in an 
inflated incidence of prematurity among 
those leaving work during this period and 
an abnormally low incidence among those 
leaving within 12 weeks of their confine- 
It may well be that if allowance 
could have been made for the detection ot 
toxaemic patients, the effects of work would 
actually be greater than those shown in 
lable XVII 

The duration of work has been expressed 
in terms of weeks before delivery and this 
the possibility that the differences 
shown in Table XVII arise from the shorter 
duration of those pregnancies that result in 
premature delivery. This criticism has 
been tested in the ‘‘ matched ’’ sample by 
adding to or subtracting from the recorded 
duration of work the number of weeks that 
delive ry came before or after the expecte d 
date. After this adjustment has been made 
it is still found that mothers of premature 
significantly later in preg- 
they cease working on an average 


ment 


raises 


babies work 


nancy , 
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19.9 weeks before the expected date as com- 
pared with 22.2 weeks for the “‘ controls ’’ 
(t= 2.04, n= 2.23, P=0.05 - 0.02). 

Expressed another way, 35 per cent of 
mothers of premature babies were working 
during the last 15 weeks before the ex- 
pected date of confinement but only 18 per 
cent of mothers of ‘* controls.’’ 

It appears, then, that paid work during 
the last months of pregnancy is associated 
with an increased risk of premature de- 
livery. Since the figures given in the 
previous paragraph were based on the 
‘‘matched’’ sample, this increased risk 
cannot be explained by assuming that 
mothers of premature babies are on the 
average poorer or younger than mothers of 

‘controls.”’ It is, therefore, not unreason- 
able to attribute this difference to the effect 
of work itself, and this view is strongly sup- 
ported by the following analysis of prema- 
turity in relation to household duties. 


(c) Work in the Home. 

An unexpected finding in this inquiry was 
that there was actually a lower frequency 
of premature births among women who had 
left their work 20 weeks or more before 
delivery than among those who had not 
worked at all. It was suggested that an 
explanation of the low risk in the former 
group might be that their domestic tasks 
were lighter than those of non-working 
women, for it was known that they were 
more often helped with their housework 
during the last 3 months of pregnancy.’ It 
has now been possible to test this hypothesis 
by making use of information on domestic 
help which was collected in the ‘‘ costs 
survey "’ and ts available for half the sample 
(see Maternity in Great Britain, page 230). 
This enables us to divide expectant mothers 


' The proportions helped with housework 
(including both paid and unpaid help) during last 
; months of pregnancy were: 

non-working women 
working women 


51 per cent 
60 per cent 


— 
x 
x 
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Taste XVIII. 
Birth Weight of First Babies by Help in the House. 


5%-6% 
pounds 
per cent 


5% pounds 
or less 
per cent 


Helped by relations 
Not helped at all 


6.7 


9.0 


17.9 
21.4 


9.753, n 


into those who were and those who were not 
helped during the last 3 months of preg- 
nancy, but unfortunately indicates neither 
the extent of help nor the amount of house- 
hold work there was todo. Nor can allow- 
ance be made for the possibility that one 
of the reasons for being helped is illness of 
the mother. For example, if toxaemic 
women were abnormally likely to be helped, 
the incidence of prematurity in the helped 
group would be inflated, and differences 
due to household work would be obscured. 

The following analysis is limited to 2 
groups of working-class women: (i) those 
helped by relatives at some period during 
the last 3 months of pregnancy and (ii) those 
who were not helped at all either before or 
after confinement. Help from domestics, 
chars and home helps were excluded be- 
cause the small proportion able to obtain 
this type of help would be likely to be better 


TABLE 


3, P = 


Over 
7%4 pounds 
per cent 


645-7" 
pounds 
per cent 


Total 
per cent 


100.0 
100.0 


30.2 
40.0 


39.2 
29.6 


0.05-0.02. 


off than those who relied on relatives alone. 
Table XVIII shows the birth-weight distri- 
bution of first births in these 2 groups. 

Babies born to primiparae who had 
domestic help during pregnancy are, on the 
average, heavier than those born to women 
who were not helped at all. The former 
were less often premature and more often 
weighed more than 74 pounds. This table 
includes babies born to women doing paid 
work during pregnancy, but their exclusion 
does not reduce the difference between the 
groups. Nor can it be argued that this is 
due to a high proportion of very young 
mothers in the ‘‘ unhelped ’’ group, for at 
all ages women with domestic help have 
heavier babies. 

As far as medical facilities are concerned, 
the primigravida with no domestic help has 
priority in booking a bed in hospital. This 
is shown by the fact that 70 per cent of the 


XIX. 


Birth Weight of First Babies by Help in the Home and Place of Confinement. 


pounds 
or less 
per cent 


pounds 
per cent 


Home 
Confinements* 


Helped by 
relations 
Not helped 
at all 
Helped by 
relations 
Not helped 
at all 


75 15.6 


26.8 


Hospital 
Confinements* 


18.4 


Over 
7% pounds 
per cent 


6%-7% 
pounds 
per cent 


Total 
per cent 


Total 
number 


34.9 42.0 100.0 321 


35-7 26.8 100.0 56 


37.8 30.8 100.0 


41.1 28.9 100.0 214 


Owing to the small number of premature babies among the unhelped women confined at home the 
combined group of 6% pounds or less has been used in the following tests which therefore have 2 and 
not 3 degrees of freedom : 


*x? = 6.754, » = 2, P = 0.05-0.02. 


+t x? = 3.839, n = 2, P = 0.2-0.1. 


167 
Total 
number 
= 794 
794 
10.7 
8.9 21.1 


jou 
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Taste XX 
Birth Weight of Subsequent Babies by Help in the Home 


5% pounds 
or less 
per cent 


5' 
pounds 
per cent 


6.0 


7.0 


Helped by relations 
Not helped at all 


15.1 
15.0 


1.945, 


unhelped were delivered in hospital as com- 
pared with 49 per cent of those who were 
helped. The figures for nursing home con- 
finements on the other hand were respec- 
tively 13 per cent and 10 per cent, which 
suggests that there were no great econom« 
differences between the groups. Whether 
confinement takes place at home or in hos- 
pital, however, those who are not helped 
during pregnancy tend to have the lighter 
babies 

rhe only significant difference is found 
in home confinements where, of course, 
household duties will probably be most 
heavy, whereas the fact that a woman has 
been able to leave her home to be confined 
in hospital suggests that, even if she has no 
domestic help, her duties are relatively 
light 

So far, only first births have been con- 
sidered. For subsequent births the same 
trend is shown but, as will be seen in Table 
V the difference between the helped and 
unhelped groups is not statistically sig 
nificant 


Over 
7'4 pounds 
per cent 


Total 
number 


Total 


per cent 


pounds 
per cent 


728 
718 


100.0 
100.0 


31.3 47.0 
3.7 44.3 


0.7-0.5 


When there are previous children it is 
extremely difficult to assess the relief that 
is given by domestic help. A woman with 
several young children, who has help from 
relatives, may well have as much house- 
work to do as one who is not helped but 
whose children are old enough to look after 
themselves, It is, therefore, of interest to 
study the effect of help in 2 groups. (i) 
those who have had a previous confinement 
within the last 2 years and therefore will 
have been taking care of at least one infant 
during pregnancy and (ii) those whose last 
confinement was more than 2, but not more 
than 6, years before the present birth.’ In 
order to avoid the complicating effects of 
mother’s age, only births to women aged 
25 to 35 are considered in the comparisons 
made in Table XX1I. 


' With birth intervals of more than 6 years no 


eflects of domestic help are demonstrable. These 
longer birth intervals have however been omitted 
from the comparison because they are associated 
with a high incidence of prematurity and com 
plicate the analysis without adding to its value 


XXI 


Kurth Weight of Subsequent Babies by 

pounds 5% -6! 
pounds 
per cent 


or less 
per cent 
Birth interval 61 9.6 
z year 


less 


Helped by 
relations 
Not helped 
it all 
Help 
relaty 
Not helped 
at all 


Birth interval 1 by 


+o years 


Considering only the distribution of 
x? = 5.547. ® 


I, 


Help in the Home and Birth Interval 


6',-7! Over 
7'; pounds 


per « ent 


Total 
per cent 


Total 
number 


115 


pounds 
per cent 


100.0 


100.0 103 


100.0 214 


49.0 100.0 244 


births over and under 7'4 


P 


pounds, 
0.02-0 OI 


3 168 
= 
| 
| 
29.5 54.5 || 
| 11.7 11.7 37.8 38.8 
3-7 15.5 45.3 
131 $32 
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When a baby has been born within 2 
years of the present delivery, the effects of 
domestic help are marked ; with wider birth 
spacings they are negligible. The most 
probable explanation of this difference is 
that, with the limited data available, 
meaningful comparisons of the effect of 
domestic work can only be made within 
groups with the heaviest potential burden of 
work (e.g. those with very young children) 
who will be substantially relieved by any 
form of assistance. But the whole subject 
clearly requires much further study by more 
intensive methods. 


DISCUSSION AND CONCLUSIONS. 

There is no clear evidence from previous 
studies that industrial work during preg- 
nancy increases the risk of prematurity. 
Perhaps when incomes are low the extra 
money brought in by work may offset the 
- effects of increased physical strain. More- 
over, as Noel Paton and Findlay (1926) 
have pointed out, light factory work often 
involves little more output of energy than 
work in the home. On the other hand, 
it has been observed that when there are 
seasonal variations in the work undertaken 
by women, the lowest birth-weights are 
found at times when the burden of work is 
greatest. There is more consistent evidence 
that rest during the last months of preg- 
nancy lowers the risk of premature birth. 
Thus, Letourneur (1897) gives the follow- 
ing figures of average birth-weights in 3 
groups of mothers : — 

worked up to birth, 3,010 g. ; 

rested for 10 days before birth, 3,290 g.; 

rested before birth in antenatal clinic, 

3,306 g. 

More recently Anderson, Brown and 
Lyon (1941) found that 13 per cent of 
mothers with premature babies said they 
had not received sufficient rest during 
pregnancy as compared with 6 per cent of 
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women giving birth to heavier infants. 
But no attempt was made in either inquiry 
to show what proportion of the difference 
was due to the better social and economic 
circumstances of the mothers who were able 
to rest. Peller (1948) reports that perinatal 
mortality’ among illegitimate babies was 
reduced from 43 to 32 per 1,000 depending 
on whether the expectant mother had rested 
in a maternity home for 1 to 4 weeks or for 
longer. Since it is probable that the ante- 
natal stay of many mothers in the 1 to 4 
weeks group was cut short by the prema- 
ture onset of labour, these figures also 
cannot be accepted as proof of the import- 
ance of rest. 

The present study has made allowances 
for socio-economic differences and for the 
shorter duration of pregnancies resulting 
in under-weight births. After these adjust- 
ments it is still found that work during the 
last months of pregnancy is associated with 
a high incidence of premature births. 
Moreover, mothers with no domestic help 
during the last months of pregnancy are 
also more likely to have a premature baby. 

If these findings are confirmed by subse- 
quent investigations there will be a strong 
case for supplying maternity grants sufh- 
ciently large to enable working women to 
leave their employment several months 
before their baby is due. The position has 
improved since 1946, for under the National 
Insurance Act a working mother is now 
entitled to a maternity allowance of 36s. 
per week for 6 weeks before and 7 weeks 
after her confinement.’ But the suggestion 
from this survey is that paid work at any 
time during the last 3 or 4 months of preg- 


' Perinatal mortality is the total of stillbirths 
and deaths during the first week of life. 

* In order to qualify for this allowance, a woman 
has to have paid 45 Class I contributions within 
58 weeks of the expected date of confinement. 
This means that she must continue working until 
13 weeks before delivery or, if her contributions 
have lapsed at any period, even later than this. 
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nancy is undesirable, in which case this 
provision is Clearly inadequate. 

It is difficult to estimate the cost of 
extending maternity allowances as this 
might, in itself, provide an incentive tor 
women to work later in pregnancy in order 
to qualify. But on the present survey 
figures, if allowances were, tor example, 
given for 19 weeks before delivery and the 
period of qualification likewise extended, 
approximately twice as many women would 
be entitled to payment. Since payments to 
each mother would be doubled (26 weeks 
allowance as compared with the present 13 
weeks) the total cost of allowances would 
be increased fourtold 

rhe effects of work during late pregnancy 
are not limited to those gainfully employed 
outside the home: lack of domestic help is 
associated with a high msk of prematurity 
Only a small proportion of women are able, 
or can aftord, to engage domestic help 
during pregnancy, and assistance, often for 
inadequate periods, is mainly supplied by 
relatives and friends; even so, less than 
half had been helped, Every effort should 
be made to remedy this situation by the pro 
vision of a domestic help service for women 
during the last weeks of pregnancy as well 
as during the lying-in period. A few local 
authorities have already organized efficient 
services Which are, however, in most cases 
available only to the lying-in mother. 
Under section 29 of the National Health Act 
local authorities are empowered to provide 
help tor lying-in and expectant 
mothers; but this power is permissive and 
not obligatory, and it that the 
importance of domestic help has not been 
fully recognized 


domestt 


seems 


SUMMARY 


1. Mothers of premature babies make less 
use of the available antenatal services than 
mothers of term This 


babies born at 
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cannot be explained by the fact that they 
have shorter pregnancies and therefore less 
chance to attend for supervision; nor is it 
due to their greater youth or poverty. 

2. The incidence of premature births is 
abnormally high among primigravidae 
doing paid work during the last month of 
pregnancy. Neither the shorter duration 
of pregnancies resulting in premature 


births, nor the greater youth and poverty of 
working mothers, explain this finding. 

3. The harmful effects of work late in 
pregnancy are not limited to those gain- 
fully employed outside the home ; it appears 
that lack of domestic help is also associated 
with a high risk of prematurity. 


I should like to thank the Chairman and 
members of the Joint Committee for their 
encouragement and advice and in particu- 
lar Professor Dugald Baird, Professor 
- Dr. Jean Mackintosh, 
Professor A. A. Moncrieff, Mr. R. M. 
Titmuss and Professor James Young. 

On behalt of my Committee I should like 
to thank the Medical Officers of Health and 
Health Visitors whose whole-hearted co- 
operation made this survey possible, and 
the mothers in all parts of the country who 
willingly answered numerous and detailed 
questions on their confinements. 
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HYDRAMNIOS 


BY 


C. H. G. Macarer, M.B., F.R.C.S., F.R.C.S.1., F.R.C.0.G., 


Professor of Midwifery and Gynaecology, Queen's University, Belfast; 
Surgeon, Royal Maternity Hospital, Belfast. 


THERE are various standards laid down tor 
the amount of liquor amnii which must be 
regarded as constituting hydramnios, but 
the methods of measuring the escaping 
fluid, apart from that removed on para- 
centesis, are so inaccurate as to be relatively 
valueless. 

It is well recognized that some degree of 
hydramnios is not uncommon in association 
with an otherwise normal pregnancy and, 
therefore, in selecting the cases mentioned 
in this paper my criterion for hydramnios 


has been the presence of excess liquor amnil 
to a degree which indicated the advisability 
of an X-ray examination of the abdomen. 


Incidence. For obvious reasons it is 
difficult to find the true incidence of any 
particular complication from hospital re- 
ports, but in analyzing the series of cases 
to be presented an interesting feature 
evolved. 

Total Figures. 


16 cases 
131 cases 


A. 1,119 
B. 10,902 


1.4 per cent 
1.2 per cent 


Gross foetal mortality from all causes. 
A. 52.9 per cent B. 58.1 per cent. 


In the Royal Maternity Hospital, 
Belfast, in a series of 10,902 cases, hydram- 
nios (according to the standard mentioned) 
occurred in 131 cases, an incidence of 1.2 
per cent. In a consecutive series of 1,119 
private cases referred to me in the early 
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weeks of pregnancy and personally super- 
vised hydramnios occurred in 16 cases, an 
incidence of 1.4 percent. When one takes 
into account the fact that a large percentage 
of admissions to maternity hospitals are 
now booked cases the incidence of this com- 
plication is probably in the region of 1.25 
per cent. This incidence is considerably 
higher than was anticipated. It is almost 
twice that suggested by Rivett (1946), and 
is much greater than the _ incidence 
mentioned by Mueller (1948), namely, 
I in 794. 

I should explain that the series of 1,119 
represents the number of cases which I have 
had time to put in a punch card index 
system. Some of the cases occurred in the 
earlier years of practice, and some have 
been entered as dealt with in the last 3 
years, 

This explanation is necessary as it 
accounts for the disparity in the ages of 
some cases to be mentioned, and also is the 
possible explanation for some of the radio- 
graphic findings in the earlier cases when 
the present-day techniques had not been 
developed. 

The hospital series covers cases dealt with 
in the last 6} years. It is interesting to note 
that Poeck (1923) to get 103 cases of 
hydramnios covered a period of 21 years. 
Unfortunately, he does not state the 
number of cases from which his series was 
collected. 

The 147 patients included 91 multi- 
parae and 56 primigravidae. The average 
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age of the primigravidae was 27 and the 
multiparae 33 years 

Aetiology. The circulation and source 
of the hquor amnii is unknown and even 
the analysis of its composition by Make- 
peace (1931) is unsatisfactory. 

Makepeace et al. suggest that in the early 
weeks of gestation the ammiotic fluid may 
be isotonic with maternal serum but at term 
is distinctly hypotonic. Thus early in 
pregnancy the amniotic fluid approaches 
the composition of other fluids deficient in 
protem which are in osmotic equilibnum 
with the blood plasma. They suggest that 
as pregnancy advances the amniotic fluid 
more and more diluted by the 
hypotonic foetal urine. 

Many arguments have been raised in 
favour of both foetal and maternal origin. 
There can be little doubt that the foetal 
excretory apparatus accounts tor some ol 
the liquor amni, as considerable amounts 
of ammonia, urea and uric acid are present 
in the fluid. 

High renewal of water and 
sodium are suggested by studies with radio- 
active elements in guinea pigs For 
example, the total volume of water is re- 
placed on an average once every 2.9 hours 
and the sodium in the tluid circulated once 
every 14.5 hours (Vosburgh ef al., 1948). 

Such a rate of interchange would of 
necessity require an active capillary bed 
and Morison in unpublished work sug 
gests that the only area capable of per 
mitting of this interchange would be the ai 
in the foetal lung The epithelial 
surface of the amnion ts not adapted for 
such an interchange 


bec omes 


rates ot 


spac cS 


The cause of hydrarmnios is obscure but 
there disturbance in the 
balance between production and absorption 
of liquor amnu. The variety of associated 
foetal and indeed their 
absence in some cases. adds to the difficulty 
in finding a ietiological factor 


must be 


some 


complications 


common 
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It has been suggested by Mckeeters (1939) 
that, as in the case of twins, there may be a 
paternal and genetic element in the pro- 
duction of hydramnios. 


Clinical features. Hydrammnios occurs in 
either an acute or more frequently in a sub- 
acute or chronic form. 

The acute form is relatively rare. In this 
series of 147 cases acute hydramnios 
occurred on 2 occasions (1.36 per cent) but 
these were only 2 cases in 12,021 deliveries. 
Mueller (1948) states that the incidence is 
I in 12,500 cases. 

The 2 cases were associated with uniovu- 
lar twins, and this corresponds with the 
findings of other writers. I have seen a 
third case, not included in the series, but 
ilso associated with uniovular twins. 

In all the cases mentioned hydramnios 
was a feature before the 20th week. In one 
private case at 14 weeks the uterus was 
about the size of 28 weeks and the preg- 
nancy had to be terminated at 22 weeks on 
account of marked pressure symptoms. 
In the most acute case seen the uterus in- 
creased in size from that associated with a 
uterus of 20 weeks to that of one at term 
with twins, inside the period of one week. 
This patient, not- included in the series, 
developed eclampsia. 

The diagnosis of acute hydramnios is 
usually easy as the rapid increase in the 
size of the uterus in the early weeks, and 
the occurrence of marked _ pressure 
symptoms at an early stage, are charac 
teristic and its association with uniovular 
twins so frequent 


Che subacute or chronic variety presents 
difheulty sometimes in diagnosis and often 


in treatment. The uterine enlargement in 
these cases is more gradual but may attain 
In subacute 
and chronic hydramnios the presence of 
excessive liquor amnii is rarely noted before 
the week. In 1 15 cases the excess of 


to a considerable dimension. 
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fluid was not noted before the 20th week, 
and in only 23 was it noted between the 
20th and 30th weeks. In most of these 23 
cases the hydramnios was associated with 
a multiple pregnancy and this probably 
accounts for the early observation. 

There should be little difficulty in diag- 
nosing the presence of hydramnios where a 
single foetus is present. The characteristic 
thinning of the uterine muscle and the 
difficulty in accurately palpating the foetal 
parts should leave one in litte doubt. 
Difficulty does arise mainly in cases where 
the condition is associated with a multiple 
pregnancy. Here the true diagnosis may 
not be possible until an X-ray examination 
has been carried out. The association of 
multiple pregnancy and chronic hydram- 
nios occurred in 20 cases, an incidence of 
13.8 per cent. A diagnosis of hydramnios 
is often made in cases of hydrops foetalis, 
where the gross uterine enlargement is 
mainly due to the abnormal size of the 
placenta. In such cases the uterine wall 
does not feel thin but, if anything, abnor- 
mally thick, and the foetal parts are 
obscured by the large placenta. 

Having made the diagnosis an X-ray 
examination of the abdomen is essential as 
a guide to prognosis and future treatment. 

I have divided the cases submitted to 
X-ray examination into 4 groups: 

(a) Where the X-ray showed a gross 
foetal abnormality either in a single foetus 
or in one foetus of a multiple pregnancy. 

(b) Where the X-ray appearance of the 
foetus did not suggest any abnormality. 

(c) Where the hydramnios was associated 
with diabetes. 

(d) Where the hydramnios was associ- 
ated with an intra-uterine death. 

The analysis of the findings under the first 
group can be seen in Table II. As one 
would expect, the foetal mortality is high 
(94.6 per cent). If it were not for the fact 


Taare II. 
X-ray Showing Gross Foetal Mortality. 


Total cases 

Total babies 
No. of babies survived 
Anencephaly 
Other gross abnormalities 


Foetal mortality 94.6 per cent 
The three babies which survived were the sur- 
viving twin in one patient and two babies which 
survived from a case of triplets. 


that the foetal abnormality (anencephaly in 
both cases) was associated in one case with 
twins and in another with triplets, no babies 
would have survived in this group. 

Of the 3 babies which have survived the 
triplets are now 2 years and 9 months old 
and the twin 7 months old. Although 
associated im utero with an abnormal baby 
they appear to be quite normal mentally 
and physically, 

Taussig (1927) has stated ‘‘ we must con- 
cede a definite relationship between the 
quantity of fluid and the type of deformity. 
This is particularly striking in a case of 
anencephalus in whom it is reasonable to 
suppose that there is both an increased 
transudation of fluid from the meninges and 
an absence of swallowing by foetus.’’ 

The findings in this series would tend to 
disprove the above statement. While anen- 
cephaly is the commonest single abnor- 
mality associated with hydramnics, the 
same degree of hydramnios is found with 
many other types of deformity. 

In addition, while collecting the material 
for this paper, 9 cases of anencephaly were 
found where hydramnios was not a clinical 
feature. In all these 9 cases an X-ray 
examination was made on account of diffi- 
culty in diagnosing the position of the foetus. 
It was not until the X-ray picture was avail- 
able that the abnormality was suspected. 
The predominance of the female sex in 
association with anencephaly was also 
noted in the series of cases. On only 2 
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54 
57 
3 
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OCCASIONS Was 
male 

The second large group of cases is the one 
which presents the most difficulty. This 
group has been analyzed in Table II 


the anencephalic monster a 


Ill 
X-ray Shou ing Appar: nily Normal Bahy 


otal cases 

Total babies 
Total babies 
Total dead 
Multiple pregnancy 
Total 
Abnormal babies which 
Foetal mortality 


survived 


ibnormal babies 
urvived 


43 per cent 


finormalilies discot 
z Mental defectives 
i Spina bifida with 
meningocele 
Mongol 
Congenital cataract | 


ered subsequent to 


} 


delivery 


All survived 
The spina bifida : 
years old 


The following batnes did not sur 
2 Oesophageal atresia 
Irie nee phaly 
Hydroureter 
2 Congenital heart 
Mongol 
Anencephaly 
Absence of eyeball 
Absence of 


months 


abdominal muscles ched it Six 
Hydrocephalus 
Menor gocele 

1 Bony 


girdle 


ibnormality of houlder and pelvi 


Ihe lst of foetal abnormalities undis 
covered by X-ray demands comment as it 
shows some cases which nowadays might 
There 
cephaly which should have been diagnosed 
but I think we all seen this mistake 
occur (ine of the cases of int neephaly 
which with the 


of to-day would almost 


be recognized is one case of anen 
h ive 


irly 


d techn 


Was all ¢ private Case 
Improve 
This case 
strength of the X-ray 
report sure symptoms and 
toxaemia forced the issue and the pregnancy 
was terminated at 34 weeks 


certainly have been recognized 


was carried on on the 


until pre 
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I he case of spina bifida with meningocele 
which was unrecognized will be dis- 
cussed later. Of the other abnormalities 
discovered atter delivery little comment can 
be made as few of them could have been 
demonstrated radiographically, 

The total foetal mortality in this group 
was 33 per cent but, if one adds 4 babies 
which have survived, but are so defective 
as to be a burden on the parents, there is a 
foetal wastage of 37 per cent 

The real importance of this table is that 
it forces one to realize that in the presence 
of hydramnios a normal X-ray report is no 
guarantee that a normal healthy infant will 
be delivered, and that very serious con- 
sideration must be given to any line of treat- 
ment which may be adopted to carry on a 
pregnancy where the risk of delivering an 
abnormal foetus is approximately 37 per 
cent. The opposite argument, of course, 
may be used, namely, that there is a 63 per 
cent chance of a normal baby. 

It was hoped that the analysis of these 
cases might give some clue regarding an 
aetiological factor. But the abnormalities 
present cover such an extended period of 
development that it is impossible to ascribe 
the change to any common factor. For 
example, the development of the heart is 
relatively complete by the 6th to 7th week 
of embryonic lite, while the development 
ot the eye has not been completed until well 
after the 12th week. 

Malpas (1937) has suggested that as 
cerebrospinal malformations are so pre 
dominant the cause of malformations in 
general are to be found in the causes of 
abnormal nervous growth 

He suggests a sequence starting with some 
disturbance in nutrition of the early 
embryo leading to abnormal development 
of the primitive vascular system which, in 
its turn, interferes with the development of 
the nervous system. The individual mal- 
formations of various organs depend on the 
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part of the nervous system which has 
developed abnormally. 

It is interesting to note that in this group 
there was only one case of hydrocephaly 
associated with hydramnios confirming the 
finding of other writers. 


Taste IV 
Hydramnios Associated with Diabetes 


Babies dead 3 
Survived 3 
The two abnormal babies were anencephalic 

foetuses diagnosed by X-ray, but not included in 

Table I] 


Tasie V. 
Hydramntwos Associated with Intra-uterine Death. 


Total cases 9 
Babies dead 9 
Rh incompatrbility .. 3 
Doubtful cause of death 6 
All the abnormal babies showed hydrops foetalis, 
one with no Rh incompatibility. In the other cases 
the foetus was macerated and the cause of death 
was doubtful. 


The last two groups of patients where the 
hydramnios was associated with diabetes 
or an intra-uterine death are too small to 
allow one to arrive at any conclusions. The 
association of hydramnios and diabetes is 
well recognized and relatively common, but 
its significance in relation to foetal abnor- 
mality is not as great as would be suggested 
by Table IV. 

Ina series of 54 cases of diabetes collected 
and reviewed by Dr. Majury in the Royal 
Maternity Hospital, Belfast, there was 
evidence of hydramnios in 14 cases—an 
incidence of 26 per cent. In the 14 cases 
where hydramnios was a feature 2 abnor- 
mal babies were born. One of these 2 
babies occurs in my series of cases. 

In the group associated with intra-uterine 
death of the foetus, Rh incompatibility 
accounted for 3 of the deaths, and in the 
other cases maceration was so extensive 
that the cause of death was doubtful. 
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TREATMENT AND MANAGEMENT OF LABOUR. 
In cases of acute hydramnios the rapid 
development of pressure symptoms and the 
danger of pre-eclampsia and eclampsia 
supervening force one to institute treatment 
early. Theoretically paracentesis should be 
valuable, but the opportunity of trying out 
this method of treatment in acute hydram- 
nios occurs so infrequently that it is difficult 
to assess its value, It was used as a method 
of treatment in 2 cases in this series, I a 
case of acute and 1 of subacute hydramnios. 

In the case of acute hydramnios fluid was 
withdrawn on 2 occasions before the 20th 
week. At the first paracentesis 43 ounces 
were removed and 4 pints at the second. 
The fluid was not under pressure, but spon- 
taneous onset of labour occurred after the 
second withdrawal, premature twins, which 
did not survive, being delivered. 

It is doubtful whether repeated paracen- 
tesis would be successful unless one of the 
babies died and the liquor amnii in that 
sac was absorbed. It would .eem that the 
sac further away from the cervix is the 
one which should be drained but this 
advice is purely theoretical. This theoretical 
advice was written before I noticed a 
dogmatic statement in Rivett’s Brettauer 
memorial lecture (1946) where he stated 
‘“ when hydramnios affects one of twins, it 
is always the sac which is lying in the upper 
part of the uterus that becomes distended.’’ 

The only clinical support I can give to 
this statement is 2 cases. One, the patient 
of a colleague, where the hydramnios was 
present in the upper sac of a twin pregnancy 
the baby showing anencephaly, and the 
twin pregnancy in Table II where a similar 
state of affairs existed. On the other hand, 
in the case of triplets in Table IT the anen- 
cephalic foetus in a hydramniotic sac was 
in the lowest sac and was born first. 

From the limited experience one has had 
of acute hydramnios it would appear that 
the only satisfactory method of treatment is 
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artificial rupture of the membranes per 
vaginam. The enlargement of the uterus 
is so sudden and dramatic, and the distress 
of the patient so obvious, that any experi- 
mental therapy seems unjustifiable. Lion, 
quoted by Poeck (1923), found that in 32 
cases 1 child survived, and in Poeck’s series 
acute hydramnios occurred 15 times with 
2 living children, both single pregnancies. 

Chronic hydrammos: In the majority 
of cases no treatment, apart ‘from rest in 
bed, is necessary, but where the diagnosis 
of an abnormal foetus has been made, or in 
the presence of an assoc lated comphi ation 
such as pre-eclamptic toxaemia, induction 
of labour is usually indicated, 

In this series induction of labour 
carried out on §9 occasions for the indica 
tions as shown in Table VI. 


Was 


Tauce VI 
Induction of Labour 


Anencephaly 
Pre-eclamptic toxaemia 
Pressure 
Foetal abn 
Diabetes 
uterine de 
Hiydrops foetalis 


ymptom 


ith of foetu 


The presence of anencephaly was the indi 
cation in 27 cases. When the diagnosis of an 
ibnormal foetus has been made it does not 
seem justifiable to allow the pregnancy to 
except where the abnormality 
occurs in one baby of a multiple pregnancy 
In such a case the pregnancy should be 


continue, 


allowed to proceed to term or until the onset 


ot spontaneous labour unless 
} 


symptoms deve lop when paracentesis of the 


pressure 
i containing the abnormal foetus must be 
considered 

pre-eclampti 
toxaemia and hydrammios was something 
which I, personally, took for granted as 
being relatively but 


association oft 


common Opinions 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


differ on this point. Browne (1946) states 
‘there is often albuminuria and more or 
less rise of blood-pressure.’ Brews (1949) 
in the recent edition of Eden and Holland, 
states “‘ there is no special tendency to the 
occurrence of albuminuria.”’ Gibberd 
(1947) does not mention albuminuria but 
states that oedema of the legs is common. 

Pre-eclamptic toxaemia is second on the 
list of indications for induction of labour. 
This complication was present in 35 cases, 
or approximately 24 per cent, but in only 
I 3. cases was it of such severity as to warrant 
the termination of the pregnancy. The 
incidence of pre-eclamptic toxaemia in all 
cases admitted to the Royal Maternity 
Hospital, Belfast, is 14 per cent, so that 
so that the occurrence of hydramnios does 
appear to increase the risk of this com- 
plication, 

In these days of statistics one has to be 
certain that a percentage difference such 
as I have mentioned is statistically signifi- 
cant. I am indebted to Dr. Cheeseman, 
statistician to the Department of Social and 
Preventive Medicine, Queen's University, 
Belfast, for the following opinion. 

‘“On the assumption that the series of 
patients without hydramnios are repre- 
sentative of the population from which the 
hydramnios series were drawn, it would 
appear that at all ages and parities, the risk 
of pre-eclamptic toxaemia is increased by 
the presence of hydramnios.”’ 

The presence of pressure symptoms where 
the patient is not at term, and where the 
X-ray shows a normal foetus or a multiple 
pregnancy, raises the question of paracen- 
vreat advocate of this 
method of treatment the late Mr. 
Carnac Rivett, but it is interesting to note 
that many years ago a practitioner tapped 
a case of hydramnios in the belief that he 
was dealing with an ovarian cyst without 
untoward result. Mr. Rivett (1933) showed 
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that the method was safe and in his series 
of 10 cases, 15 babies were born, 9 of which 
were alive. There was only one abnormal 
foetus in the series. Five of his cases were 
associated with twins, but in only one case 
were both babies delivered alive after para- 
centesis. One cannot help but feel that he 
was most fortunate in his series. If one 
compares the 15 cases in the private series 
as outlined in Table VII a very different 
picture is painted. 


Taare VII 


16 Private Cases. 
1 Case acute hydramnios with uniovular twins. 


15 Cases Chronic Hydramnios. 
Anencephaly 4 X-ray abnormal 
Normal babies 


Mental defective ... ns reve 2 
Congenital heart lesion I 

1 X-ray normal 
I 


Iniencephaly 

Spina bifida with meningocele 

Hydrops foetalis due to 
hydroureter I 


The two mental defectives are alive, one eight 
years old and the other one year and ten months 
The spina bifida with meningocele was dealt with 
by operation, but now at eleven years is found to 
have defective growth in one leg. 


It can be seen that in the 15 cases where 
chronic hydramnios was a feature there 
were only 5 normal babies. Of the 15 cases, 
in 4 an anencephalic monster was demon- 
strated on X-ray, leaving 11 cases where 
X-ray report showed an apparently normal 
baby. At subsequent delivery only 5 of 
these 11 babies proved to be normal, and 
unfortunately 3 of the 6 abnormal babies 
have survived. 

There was at least 4 of these cases where 
paracentesis might have been indicated to 
relieve the mother’s discomfort and allow 
the pregnancy to proceed to term. 

In 130 cases of chronic subacute hydram- 
nios occurring in the hospital series para- 
centesis was performed once. This was a 
case of subacute hydramnios at 24 weeks, 
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and g pints of fluid were withdrawn, the 
tluid being under considerable pressure. 
The patient had been previously X-rayed 
when a single foetus was shown, but follow- 
ing paracentesis an X-ray demonstrated 
the presence of twins. This patient was 
delivered at term, without recurrence of the 
hydramnios, but one foetus was macerated 
and the second baby was only 5 pounds 
3} ounces, and died in 17 hours. At post- 
mortem there was no conclusive cause of 
death. It is possible that the non-recur- 
rence of hydramnios in some of these cases 
of multiple pregnancy is due to the fact that 
one foetus dies following the paracentesis. 
It will be noted that in the above case the 
baby, even though born at term, was only 
5 pounds 3} ounces, and even in Mr. 
Rivett’s series all the babies born after 
paracentesis, with one exception, appear to 
be below average normal weight. 

I think we have all seen cases at some 
stage of pregnancy, but especially in the 
middle trimester, where hydramnios was a 
a feature, but, where in the next few weeks 
the relative amount of liquor amnii 
appeared to be quite normal. I have 
knowledge of at least 1 case where the 
degree of hydramnios at 28 weeks was such 
that the patient was distressed, but for 
religious reasons refused treatment and 
subsequently went to term without any 
evidence of hydramnios at that stage. 

Recently a case was admitted to the 
Royal Maternity Hospital, Belfast, at 
about 34 weeks by an experienced colleague 
on account of hydramnios and severe 
pressure symptoms. With rest in bed both 
pressure symptoms and the hydramnios 
had disappeared at the end of 36 hours. 

It is possible that many of the good results 
ascribed to paracentesis might have been 
obtained without any treatment. Taussig 
(1927) and Lloyd (1943) suggest that at 
least 50 per cent of cases come into labour 
after paracentesis. Rivett (1933) stated 
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a certain number of cases do go into 
labour; a certain number do not.”’ 


Management of Labour. 

The management of labour in cases ot 
hydramnios differs little from that of any 
other case but certain precautions must be 
taken and some difficulties may arise. 

When anencephaly is present the baby 
often presents as a face or bree« h. In this 
series the baby was delivered as a breech 
in 15.6 percent of cases. The large number 
of breech deliveries is accounted for by the 
number of anencephalic monsters and the 
frequency with which the first twin pre- 
sented as a breech. As a rule there is no 
difficulty at delivery. There are, however, 
exceptions to this rule. The baby may 
present as a transverse and if it is large, 
difficulty will arise. This complication is 
easily dealt with if a vaginal examination is 
made immediately after the membranes 
rupture and a bipolar version carried out 
In the second place, a full time anen- 
cephalic foetus can on occasions be a very 
laree baby with broad shoulders which 
obstruct delivery. In some cases the usual 
methods of dealing with impacted shoulders 
fail, necessitating a cleidotomy. This 
oper ition was necessary on 2 occasions 
in the hospital series 

Where the baby appears to be normal, 
fable III] there is 63 per cent 
chance of it being so, it is desirable to 
rupture the membranes early in labour. As 
far as possible the rupture in the mem- 
branes should be high and the liquor 
allowed to escape slowly to avoid pro!apse 
of the cord. This complication occurred on 
one oceasion resulting in the de ath of what 
al peared to be a normal intant 

If one « onsiders Tables VIII, IX, 1 8 and 
XI, uterine inertia and hydramnios appear 
to be associated, and most authorities are 


and trom 


agreed upon this point. 
Inertia may manifest itself in all stages of 


Taste VIII. 
Method of Delivery 


Normal 85 
Forceps : 29 
Breech 23 
Caesarean section 23 (3 had abnormal babies) 

The above figures do not take mto account the 
method of delivery of the second twin. The group 
in which the case is included is determined by the 
presentation of the first baby. 


labour. There may be a long latent period 
between the rupture of the membranes and 
the onset of labour, the first and second 
stages may be slow, resulting in a high 
forceps rate, and complications in the third 
stage are common, 

IX 


Indications for Forceps 


Intra-uterine death 
Hydrops foetalis 
Large baby 
Prolonged first stage 


Delay in second stage 13 
Foetal distress 5 
First twin 2 
Occipito-postenor 2 


ToTaL—29 


The Caesarean section rate is also abnor- 
mally high—6.8 per cent, and uterine iner- 
tla again was a factor. 


X 


trons for 


al Caesarean Section 


HOSPITAL 


(one Cast 


SERIES 

Uterine inertia with cardiac disease) 
Elderly primigravidae (41 and 42) 
Disproportion in diabetx 

Foetal distress 


Previous obstetric history 


PRIVATE SERIES 


In the hospital series all the babies 
delivered by Caesarean section were 
normal, but the 3 babies in the private series 
showed gross abnormalities. 

To have delivered 3 abnormal babies by 
Caesarean section requires some explana- 
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tion. In 1 case the foetal abnormality was 
suspected clinically before operation, 
although the X-ray report showed an 
apparently normal baby. The confinement 
in question was the patient’s third and the 
2 previous babies had gross renal hydrops. 

On all occasions hydramnios was a 
feature and both previous deliveries had 
been extremely difficult. Following the 
second confinement the patient had 
developed a prolapse for which an exten- 
sive vaginal repair operation was _ per- 
formed. In spite of her previous experi- 
ence she was anxious to have another baby 
but did not wish to have another difficult 
delivery in case the prolapse recurred. 

Although an abnormal baby was almost 
certainly present it was obviously so large 
that a vaginal delivery would be both diffh- 
cult and dangerous and a Caesarean section 
was performed. On this occasion also renal 
hydrops due to failure of the ureters to 
communicate with the bladder was the 
cause of the abnormality. 

In the other 2 cases disproportion was 
the indication for the operation. In both 
the X-ray showed an apparently normal 
infant, but one has proved to be a mental 
defective and the other had a lumbar 
meningocele. This child had an operation 
to cure the meningocele and is now II years 
old. Until recently she appeared to be 
normal but is now showing evidence of 
defective growth in one leg. 


COMPLICATIONS OF THE THIRD STAGE. 

In a recent paper Joyce and Lennon 
(1948) analyzed a series of cases of post- 
partum haemorrhage and stated “‘ it will be 
noted that neither hydramnios nor multiple 
pregnancy figured prominently in the 
aetiology of postpartum haemorrhage. 
This is contrary to current teaching.” 
Gibberd (1947), Brews (1949), De Lee and 
Greenhill (1935), and Beck (1935) all state 
that postpartum haemorrhage is an associ- 


17 
ated feature and in my series the figures 
agree with current teaching and experience. 

There were 8 cases of postpartum 
haemorrhage where the of blood 
exceeded 20 ounces, and one of the patients 
died. There were in addition 12 cases where 
a ‘‘ moderate postpartum haemorrhage 
occurred, 


loss 


Paste XI 
Complications of Third Stage 


Severe Moderate ' 
Postpartum haemorrhage 8 12 
Manual removal of p'acenta 14 cases 
Incidence of postpartum haemorrhage13.6 per cent 
Incidence of manual removal 9.0 per cent 


One maternal death 


The placenta was manually removed on 
14 occasions. Some of the cases were those 
associated with postpartum haemorrhage, 
and in some the placenta was retained 
without haemorrhage. 


The high incidence of manual removal of 
the placenta has probably been influenced 
by the current attitude that it is safer to 
remove the placenta manually while the 
patient's general condition is good than to 
wait until she is showing the effects of blood 
loss. It would appear, however, that cases 
of hydramnios are associated with increased 
risk of complications during the third stage 
of labour. 

The 1 maternal death was due to post- 
partum haemorrhage. The uterus relaxed 
and filled with blood before delivery of the 
placenta and the amount lost was not 
appreciated in time. In spite of blood trans- 
fusion she did not survive. 

Several series of cases of hydramnios 
have been published and it is interesting to 
compare the results so as to arrive at some 
conclusions. 

There is another series by Krahula (1921) 
which is frequently quoted where the foetal 
survival is stated to be only 3.78 per cent. 
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Taste 


Number 


of babies Primigravidar 


50 


Foetal 
abnormalities 


Foetal mortality 
Multiparae S.B. and N.N.D 
5 (25.0 per cent) 

20 (19.0 per cent) 

25 | 9.0 per cent) 

gi 79 (45-9 per cent) 


44-0 per cent 
59.6 per cent 
25.0 per cent 
55-5 per cent 


Figures in parentheses show percentage of babies 


This series is valueless, as in many of the 
cases the fate of the infant is unknown. 

(1923) the 
favourable results but he was admittedly 
dealing with mild degrees of hydramnios. 
His theme is that where the intant is born 
without gross abnormality the prognosis is 
as good as that for a child where hydram- 
nios was not a teature 

I think this is probably mght, but never 
theless must be guarded as certain 
abnormalities may not be obvious at birth 
and mental deficiency not manitest itself tor 
some time after birth. I have recently had 
a case where hydramnios was a feature but 
where spontaneous rupture of the mem- 
branes occurred a week before an X-ray 
examination was to be carried out. An 
apparently normal healthy male child was 
delivered which developed cyanotic attacks 
within 24 hours and died at the end of one 
week \t postmortem there was a large 
diaphragmatic hernia, the stomach lying 
in the left plueral cavity. 

Poeck (1923) that where the 
hydramnios is severe the foetal mortality is 
76 per cent as against the overall mortality 
of 59.0 per cent 

The series described taken in conjunction 
with the published show that 


series gives most 


one 


States 


others 


hydrammios is a more serious complication 


has bet n 
appreciated apart from 
Browne, figures from which 
an idea of the prognosis can be obtained 
They simply state that malformations are 
common 


than 
Few 


of pregnancy perhaps 


iuthors, 


detinite 


While the series presented by Poeck 
(1923) shows a 59.6 per cent stillbirth and 
neonatal death-rate, and my own a 55.5 per 
cent rate, there is a marked disparity 
between the 2 groups when one considers 
the incidence of foetal abnormalities. In 
view of the fact that the stillbirth and neo- 
natal death rate in the two series correspond 
30 closely it is possible that the disparity 
mentioned may be explained by the high 
postmortem rate in my own series. With 
one exception (the baby who died at 6 
months) all my cases were submitted to 
postmortem and as a result unsuspected 
abnormalities were discovered. 

With the exception of Taussig’s (1927) 
small series the frequency of multiple preg- 
nancy is apparent in all groups of cases. 

A complication which is associated with 
a stillbirth and neonatal mortality in the 
region of 50 to 60 per cent must receive 
serious attention from us all. 

The risk to the baby where hydramnios 
is present, even in the most favourable 
group of cases, is higher than that associated 
with placenta praevia dealt with by modern 
methods, and is almost the same as that 
met with in accidental haemorrhage 
unfortunately, in the present state of our 
knowledge, or as Mr. Gibbard would say, 
in the present state of our ignorance, there 
is littke we can do to diminish this risk. 
There is an added risk to the mother, on 
iccount of the increased incidence of pre- 
eclamptic “toxaemia, the complications 
with labour—particularly the 

and the psychological upset 


associated 
third stage 


Poec k 14h 
Floris 224 256 
Macates 147 172 
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associated with giving birth to an abnormal 
baby. There was one maternal death in 
this series and also in the series published by 
Floris 

From the patient’s point of view the 
prognosis for future pregnancies is most 
important. In this series there were 3 
patients where hydramnios, associated 
with a foetal abnormality, recurred at 
successive pregnancies. 

One case had hydramnios on 3 occasions, 
all the babies being abnormal, On 2 
occasions a postmortem was obtained and 
the abnormality proved to be failure of 
the ureters to enter the bladder. The 
appearance of the babies was similar on all 
occasions, and while a postmortem was not 
pertormed on the first baby, one is justified 
in suspecting that a similar abnormality was 
present on that occasion. 

Another patient had hydramnios at 3 
successive pregnancies with an anen- 
cephalic monster on each occasion. 

The third patient had hydramnios at two 
successive pregnancies, the first child being 
a microcephalic monster with a meningo- 
cele, and the second showing anencephaly. 

While these are only 3 cases in a series 
ot 147 they shake the confidence with which 
one usually reassures the patient who has 
had hydramnios and an abnormal baby. 

The risk of recurrence of malformations 
has been investigated and Murphy (1947) 
reported that in 501 families with one 
malformed child subsequent pregnancies 
resulted in 43 malformed children among 
431 infants. He maintained that this was 
about 24 times the general incidence. 
Malpas (1937), however, found that in 865 
fraternities with at least one malformed 
child, there were only 12 recurrences. 

The percentage incidence of anencephaly, 
however, among other members of frater- 
nities which contained one anencephalic 
was 2.6 per cent, compared with an inci- 
dence of 0.308 per cent in the general popu- 
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lauon. For chance abnormalities where 
inbreeding is not a factor Murphy’s figures 
are probably too high. 

We must keep in our minds the possibility 
of an abnormality recurring, especially 
when inbreeding is a factor, but I feel that 
it is wiser to be hopeful than pessimistic 
with the patient. She is unlikely to be 
interested in statistical data which are 
unintelligible to her. 

As a clinician, I have dealt with this 
subject purely from the clinical aspect. 
It does, however, raise scientific prob- 
lems involving chemistry, physics, em- 
bryology, genetics, environment, and the 
possible influence of toxic and infective 
agents. While it presents an extensive 
field for investigation it is possible, 


when the whole truth is known, it will 
prove that from the patient’s viewpoint ‘‘ It 
is better to travel hopefully than to arrive. 


SUMMARY. 

1. The presence of hydramnios during 
pregnancy appears to be a more serious 
complication than has been perhaps appre- 
ciated. 

2. It is associated with a foetal mortality 
as high or higher than that associated with 
some of the major complications of preg- 
nancy. 

3. Even in the presence of radiological 
evidence of a normal baby 33 per cent of the 
babies are born dead and present unex- 
pected malformations. 

4. Hydramnios can be associated with 
serious complications at all stages of labour. 
5. The 
questioned. 


value of paracentesis is 


I must express my thanks to Mr. H. L. 
Hardy Greer for permission to use his cases, 
and to Dr. J. E. Morison, M.D., for his 
helpful criticisms. I am also indebted to 


Mr. Gavin Boyd, F.R.C.S., and Miss 
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loombe, Records Clerk, Royal Maternity 
Hospital, Belfast, for the trouble taken and 
help given in preparing the statistics. 
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CAESAREAN SECTION, 1926—1948 
BY 


R. F. LAwrence, M.D., M.R.C.O.G. 


Senior Tutor in Obstetrics and Gynaecology, 
University of Leeds 


THE results of the collective investigation 
into Caesarean section made by Marshall 
and Cox (1949) make possible a direct com- 
parison with the earlier investigation carried 
out by Kerr and Holland (1921). Such a 
comparison gives a clear demonstration of 
the change in the position occupied by 
Caesarean section at the beginning and end 
of this 28-year period. It was thought that 
the records of a hospital which contributed 
to both investigations might be of interest in 


showing some of the evolutionary trends by 
which the present position has been reached. 
With this object the records of Caesarean 


sections performed in the Maternity 
Hospital at Leeds between 1926 and 1948 
have been examined: details of 1,803 
primary and 620 repeat sections provide 
the material for this review (Table 1). 
The main points investigated were : 
(1) The incidence of Caesarean section. 
(2) The relative frequency of the 
classical and lower segment opera- 
tions. 
(3) The indications for the operation. 
It was clear from the beginning that only 
the primary operation provided reliable 
figures for analysis; the knowledge that a 
patient had already had a Caesarean 
section must inevitably bias the accoucheur 
in favour of a repeat section, and in some 
cases might appear to provide the only 
indication for this procedure. It was there- 
fore decided that in calculating the 
incidence and relative frequency of 


individual indications, repeat operations 
should be omitted and the calculations 
based on primary operations alone. The 
numbers of maternal and foetal deaths are 
included in the table but are too small to 
justify analysis. 

To interpret correctly the numerical 
results obtained from this investigation it is 
essential that influences which bear on these 
results should be appreciated. These 
influences consist of those that affect the 
reproductive population in general, and 
those that affect this hospital in particular. 
The former group, in which are included 
the increased proportion of primigravidae, 
the greater age at first confinement, social 
and economic factors that affect the well- 
being of the mother, and the general attitude 
to institutional care, does not appear to have 
affected this hospital to any unusual degree. 
The latter group, consisting of local factors 
such as the type of clientele the hospital 
deals with, the facilities available, and the 
policy of the obstetricians in charge, need 
further examination. 

This hospital’s clientele has changed in 
many ways during the last 20 years. In the 
early years all applicants were accepted, 
regardless of parity, obstetric history, or 
social and medical conditions: more 
recently bookings have been limited to 
normal primigravidae, or multigravidae 
with obstetrical or medical abnorrnality. 
While in the early years late bookings were 
common, and the period of antenatal super- 
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CAESAREAN SECTION, 1926-1948 


vision therefore briet, it has for several 
years been necessary for patients to book 
within the first 8-10 weeks of pregnancy, 
and the period of antenatal supervision is 
therefore extended. The number of cases 
admitted as emergencies without having 
been seen previously at the hospital has 
remained large, and at present forms about 
25 per cent of the total; a similar proportion 
consists of patients sent to hospital for con- 
sultation and booked because of some 
abnormality. A large proportion of the 
total is therefore actually or potentially 
abnormal, 

The tacilities of the hospital have at all 
times been adequate to enable Caesarean 
section to be performed under satisfactory 
conditions, and this factor has therefore not 
influenced the choice between vaginal 
delivery and Caesarean section. It has, 
however, indirectly had an effect of increas- 
ing the number of cases admitted for section 
from, hospitals or nursing homes where 
facilities for section were not available and 
by this means has artificially raised the 
incidence of the operation. 

Obstetric policy is not likely to be clearly 
defined except in those hospitals in which 
one individual can dictate the policy to be 
carried out throughout the hospital. In this 
hospital the results for the hospital as a 
whole are the results obtained by four or 
more obstetricians whose policies may have 
differed in major respects. It is also worthy 
of note that the implementation of a pre- 
determined policy may be greatly 
influenced by the seniér residents, whose 
differences of temperament and clinical 
judgment may considerably alter the total 
number and type of case selected for opera- 
tion. 


Incidence 
The incidence of primary section, calcu- 
lated as a percentage of the total deliveries, 
is shown for each year of the period under 
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review in Table I] and figure 1. 


seen that for the years 1926 to 1928 the rate 
was between 0.6 per cent and 1.3 per cent, 


Tasie Ll 


Incidence of Primary Sections. 


Incidence (@s 
No. of 
primary 


percentage 
of total 
deliveries) 


Total 


Year sections deliveries 
1926 
1927 19 
1925 15 


1399 
1354 

1390 
1553 

1695 
1814 

2073 
2749 
2703 
2768 
2905 
2954 

3009 
3644 

3295 
3752 
2248 
2131 

1795 
2204 

2366 
2186 


0.05 
1.360 
1.30 
2.94 
3.67 
2.54 
3.03 
3-99 
3.30 
2.03 
2.68 
2.20 
3-79 
2.83 
2.61 
2.70 
3-3! 
4:77 
7.00 
6.03 
5:17 
6.78 
3.58 


1929 41 
1930 
1931 
1942 
1933 
1934 
1935 
1930 
1937 
1935 
1939 
1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 


and was followed by a rise in 1930 to 3.7 
per cent. From 1930 to 1938 the rate varied 
between 2.0 per cent in 1935 and 3.8 per 
cent in 1938, and was followed by a decline 
during the years 1939 to 942 when the inci- 
dence was about 3 per cent. It will be seen 
trom figure 1 that this decline corresponded 
with a peak in the total number of deliveries, 
due to war-time arrangements under which 
the hospital took over the bookings of 
another hospital which had been in the habit 
of booking a large proportion of multi- 
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gravidae. By this means the total deliveries 
were increased without a corresponding 
increase in the numbers likely to require 
and the fall in the 
incidence of section is not indicative of any 
variation in obstetric policy. From 1942 the 


( aesarean section, 


ies and primary sections 


rimary section expressed as a 


tage of the total deliveries 


incidence rose to its highest peak ot 
cent in 1944, corresponding with a mse In 
the total number of sections performed and 
a fall in the this peak Is 
attributable to reversion to pre-war arrange- 
the hospital cases were 


pe! 


total de liveries : 


ments whereby 
limited almost entirely to primigravidae and 
abnormal multigravidae, The peak in 1944 
was followed by a decline until 1947, when 
the incidence rose to 6.8 per cent, it was 
followed by a sharp fall to 3.0 per cent in 
1948. The figures in these 2 years r flect the 
etfect, prey iously mentioned, of changes ot 
which unavoidably 

readiness with 
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result in differences 
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Taste 


Relative Frequency of Classical and Lower 


Segment Sections 


Classical Lower segment 
section 


Per Per- 


secuuon 


Year Number centage Mumber centage 
ig20 
1927 
1925 
1429 
19 40 
1931 
19434 
1944 
19455 
1949 
194, 
1935 
1949 
1440 
1941 
1942 
1944 
1944 
1945 
194" 


1945 


ness of this interpretation of the graph is 
confirmed by Table 1V which shows that the 
change in the total number ot se¢ tions in 
these particular years affects to a similar 
extent the total numbers performed for each 
of the main indications. 

Over the whole period there has been a 
progressive increase in the proportion of 
cases delivered by Caesarean set tion, so that 
at the present time a patient Is 5-10 times as 
likely to be delivers d by Caesarean section 
patient 20 years ago. While 
extraneous factors may have influenced 
temporarily the rate of change, it is clear 
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Tassie IV 


Indications for Primary Section. 


disproportion 
Bad obstetric 
history 


Antepartum 
haemorrhage 


Contracted 
pelvis and 


Cardiac 
disease 


Miscellaneous 


1920 
1927 
1925 
1929 
1930 
1g3! 
1932 
1933 
1934 
1935 
1936 
1937 
1938 
1939 
1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 55 
1948 18 
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870 207 163 


that the general tendency, quite apart from 
any deliberate policy, has been to take 
advantage of the increased safety of the 
operation under present conditions and to 
perform section on patients for whom at 
an earlier date it would not have been con- 
sidered either safe or justifiable. 


2. Frequency of Classical and Lower 
Segment Section 
Until 1931 the classical operation was 
used almost exclusively: a very small 
number of lower segment operations was 
dD 
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41 
18 
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I 
4 
3 
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9 
2 
5 
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236 87 1803 


performed using a vertical incision, but 
since they have so many of the charac- 
teristics of the classical operation they have 
been included in that group. The first 
lower segment operations using the trans- 
verse incision in the uterus were performed 
in 1931. In that year the 13 lower segment 
sections formed 30 per cent of the total. In 
succeeding years this percentage has in- 
creased, reaching a maximum of 83 per cent 
in 1943: the average for the last 5 years is 
75 percent. The totals and percentages are 
shown in Table III and figures 2 and 3. 
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Year T 
otal 
I 10 
3 19 
18 
41 
1 I 57 
2 43 
1 55 
2 3 64 
7 10 2 29 } 
13 2 56 
10 4 74 
20 13 2 8 113 | 
15 3 I 11 85 
10 5 6 9 95 | 
16 6 10 89 = 
15 14 5 18 124 
6 15 I 24 107 
19 17 a 5 31 149 
13 17 3 16 108 
12 14 8 4 20 114 / 
16 25 7 4 160 ; 
13 14 5 2 a 79 / 
81 73 43 


As shown in Table III and figures 4 and 
5, the progressive increase in the total 
number of sections performed is due to an 
increase in the number of lower segment 
operations, and similarly the increase in 
the percentage of lower segment sections 
is due to an increase in the actual number 
rather than to a decrease in the number 
of classical sections. It is perhaps sur- 


wall 


2 


Annual totals of classical and lower segment 


sections 

prising to find that, contrary to the 
impression given by recent pronounce- 
ments, the classical operation has not been 
discarded and that, in a hospital in which 
the lower segment operation is performed 
in considerable numbers, the classical 
operation has been performed about 30 
times in each of the last 5 years. For com- 
parison, the following figures for classical 
sections have been extracted from Table I. 


i 


Dispro 
portion 
Antepartun 
| history 


It will be seen from the marked similarity 
of these groups, that the classical operation 
is still considered suitable treatment for a 
number of cases of disproportion (most of 
whom had had a previous unsuccessful 
pregnancy) and of antepartum haemor- 
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3 
Annual percentage of classical and lower segment 
sections 


rhage, and for a smaller group of patients 
with cardiac disease, toxaemia, or bad 
obstetric history. 

Since 1948 (the last year under review) 
the classical uterine incision has largely 
been replaced by a transverse retrovesical 
incision for patients not in labour, and it 
seems that the classical operation will be 
more and more rarely performed in the 
future. It may also be mentioned that a 


us 


Toxaemia 
Pr ] d 
ord 
Misce!lane 


transverse abdominal incision of the 
Pfannenstiel or Kiistner type is also gaining 
in popularity as it is found to reduce post-. 
operative discomfort and to enable active 
exercises to be undertaken at an earlier 
stage in the puerperium. 
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3. Indications 


In 1921 Munro Kerr, discussing indica- 
tions for Caesarean section wrote, ‘‘ The 
scope of any surgical procedure or opera- 
tion will always extend as the technique is 
improved and the mortality and morbidity 
reduced, and it is for us obstetricians so to 
perfect the technique of Caesarean section 


that we can extend its scope... . Iam quite 
convinced that 20 years hence, when the 
youngest here have become the seniors, the 
accepted indications for Caesarean section 
will be extended even beyond the limit sug- 
gested ’’. The accuracy of this forecast is 
unquestionable, but the method by which 
the scope of the operation has increased is 
probably not that which Munro Kerr fore- 
saw. Among the conditions which he dis- 
cussed were contracted pelvis, tumours, 
eclampsia, placenta praevia, accidental 
haemorrhage, ventral-fixed uterus and 
interposition operation, prolapse of the 
cord, impacted shoulder presentation, 
abnormal condition of the child, retraction 
and contraction ring, rigidity of cervix or 
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vagina and grave diseases threatening the 
life of the mother. Although some of these 
would not figure in a modern list of indica- 
tions for section, it is surprising how few 
new indications would need to be added. 
With the development of improvements in 
technical detail and increased safeguards to 
the mother, the number of sections per- 
formed has increased: the additional cases 
are not explained by additions to the list of 
indications, but by a lowering of the rigid 
criteria by which cases were formerly 
selected, and by consideration of factors not 
previously regarded as significant. In 
grouping the cases at present under review 
it was soon seen that in the early years a 
single factor determined that section was 
necessary : in almost all the early cases the 
indication was contracted pelvis or sus- 
pected disproportion. In later years it 
became clear that the obstetrician was 


LOWER SEGMENT CAESAREAN SECTION 1931-1948 
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influenced by certain remote or predispos- 
ing factors, such as the mother’s age, her 
previous obstetric history, the length of time 
since rupture of the membranes, and the 
quality of the uterine action, but that the 
immediate or decisive factor which deter- 
mined the decision in favour of Caesarean 
section was often the occurrence of some 
new development such as foetal or maternal 
distress which made termination of the 
labour a matter of urgency. The cases under 
review have therefore been grouped accord- 
ing to the immediate indication regardless 
of remote indications. This plan is similar 
to that adopted by Marshall and Cox (1949) 
who, in dealing with multiple indications, 
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classified their cases according to the condi- 

tion which was most dangerous to mother 

and child. The groups adopted are: 

1. Contracted pelvis and suspected dis- 

proportion. 
Antepartum haemorrhage. 
Foetal or maternal distress. 
Bad obstetric history. 
Cardiac disease. 
Toxaemia of pregnancy. 
Uterine inertia, or 
uterine action. 
Prolapsed cord. 
Miscellaneous conditions of 


and child. 


inco-ordinate 


mother 


Taste V. 
Indications for Primary Sections Expressed as a Percentage of the Annual Total 
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1942 
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1 
Year 
| 
| 
72.1 _- 
4.9 
60.5 53 1.4 1.4 7.0 
88.5 4.6 4.6 2 v3 
50.0 1.8 3.6 3.6 3.0 1.5 | 
75.2 4.1 4.7 3.1 74 5.1 
55.9 12.7 2.5 5.0 12.7 6.4 2.5 1.3 
44.0 23.2 35 5-4 10.9 3-5 
1936 48.7 13.5 54 5-4 13.5 1.3 41 51 
‘ 1937 434.5 12.5 10.9 6.2 3.1 12.5 1.9 94 
1945 0.5 17.7 11.5 5.3 1.7 0.9 7.1 0.9 4-4 
1949 §5.2 17.6 4.5 2.4 1.2 3.6 12.9 1.2 2.4 
1940 43.2 10.5 5.3 5.3 6.3 1.0 9.5 6.3 12.6 
1941 50.6 67 1.4 4.5 11.2 4.5 
1 1942 43.7 12.3 11.3 4.0 4.0 2.4 14.5 2.4 5.6 
1944 1.5 £6 14.0 7.5 0.9 1.5 22.5 5.5 5.6 
1944 41.6 12.7 11.4 6.0 34 6.0 20.8 2.7 5-4 
19045 454 12.0 15.7 2.8 1.9 14.5 4.6 2.8 
194% 42 10.5 12.3 7-0 3.5 44 17.0 3-5 7.0 
1947 14.4 10 oO 1s 6 4.4 2.5 25 25.0 2.5 2.5 
1948 22.8 16.5 17.7 6.3 2.5 6.3 22.8 1.3 3.8 : 
Total 48 3 11.5 9.0 4.5 4.0 24 13.1 2.4 4.8 
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The totals for each indication are given in 
Table IV. In Table V the totals for each 
indication are expressed as a percentage of 
the annual total: these percentages are 
shown graphically in figure 6. 


(1) Contracted Pelvis and Suspected 
Disproportion 
(Fig. 6 Line A) 

Though contracted pelvis and dispropor- 
tion still account for more sections than any 
other indication, the proportion of opera- 
tions done for this indication fell from go 
per cent in 1926 to 23 per cent in 1948. From 
1926 to 1933 between 93 and 67 per cent of 
the operations were done for this condition : 
in 1934 there wasa fall to 57 per cent, and in 
subsequent years there has been a progres- 
sive decline which, as will be seen trom 
Table IV, corresponds with an increase in 
the number of sections performed for non- 
recurrent conditions. 

During this period management of cases 
of suspected disproportion was influenced 
by prevailing fashions, including elective 
Caesarean section before labour induction 
of premature labour, and trial labour at 
term. In the earlier years classical section 
before or early in labour was the standard 
practice: in the later years the adoption of 
the lower segment operation has permitted 
a more prolonged trial of labour before 
deciding whether or not Caesarean section 
was required. During the whole period a 
small number of inductions of premature 
labour has been performed. Not all of those 
who ultimately required Caesarean section 
are included in this group, as the urgent 
indication in many cases was foetal or 
maternal distress, uterine inertia, etc.; in 
this group are included only those patients 
subjected to section because of failure to 
progress in spite of adequate pains. The 
decline in the predominance of cephalo- 
pelvic disproportion among the indications 
for section is almost certainly due to 
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diminution in the incidence of major degrees 
of contracted pelvis, but it is also clear that 
by permitting a more thorough trial of 
labour a large number of cases of suspected 
disproportion (due, for example, to 
occipito-posterior position) have been 
eliminated and unnecessary _ sections 
avoided. Nevertheless, over the 23-year 
period disproportion at the brim accounted 
for almost 4 times as many sections as did 
the next commonest indication (uterine 
inertia) and undoubtedly provided a lesser 
factor in many other cases. 


(2) Antepartum Haemorrhage 
(Fig. 6 Line C) 
One Caesarean section for antepartum 
haemorrhage was performed in 1927, and 
the next in 1930. From that time this figure 
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Projection showing percentage of primary sections 
performed in each year for the following indications 
A-—Contracted peivis and suspected disproportion : 
B—Uterine inertia. 

C-—-Antepartum haemorrhage. 

D—Foetal and maternal distress 

E—Miscellaneous conditions 

F—Bad obstetric history. 

G—Heart disease 

H—Toxaemia of pregnancy 

[—Prolapsed cord 
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has figured prominently in each year 's total. 
During the whole period there has been 
shown very little enthusiasm tor Caesarean 
sections as a treatment for accidental ante- 
partum haemorrhage, and only a very 
minute proportion of the total has been done 
for this type of bleeding. The attitude to- 
wards Caesarean section for unavoidable 
haemorrhage from placenta praevia is more 
difficult to in the early years the 
operation was limited to cases ol central 
plac enta praevia and cases ot incomph te 
placenta praevia asso¢ iated with other 
obstetric abnormalities, but in more recent 
years section has been performed more 
readily for incomplete placenta praevia 
where the likelihood of the foetus surviving 
vaginal delivery has appeared small, In this 
is reflected a modification of the previous 
attitude which considered that the arrest of 
bleeding was the objec t of treatment, and in 
which the survival of the foetus was ot less 
importance; at the present time when the 
foetus is viable and bleeding is suthcient to 
demand treatment, 
readily resorted to, specially tor pnmi- 
vravidae. Even in parous women, with 
minor degrees of plac enta praevia, set tion 
is readily perfiorme d for the 
if it has been po sible to deter intervention 
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Foetal and Maternal Distress 
(Fig Line D) 
In many cases in which spontaneous 
delivery was predicted, the supervention of 
foetal or maternal distress has been con 
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glucose saline, sedatives, and oxygen, have 
not been neglected, but the tendency has 
been for section to be performed more 
readily for this indication in recent years. 
Although a few had been performed pre- 
viously, it was not till 1937 that there was 
any considerable increase in the number of 
sections performed for distress of either the 
mother or the foetus. In that year over Io 
per cent of the sections were performed for 
this indication and, with the exception of 
the years 1939 to 1941 in which there was a 
fall, the figure has continued to rise, reach- 
ing a maximum of 17.7 per cent in 1948. 
The average over the whole period was 9 
per cent. 


Bad Obstetric History 
(Fig 6 Line F) 


hroughout the period a small proportion 
of the sections performed has been done 
of the patients’ bad obstetric 
history. Apart from the year 1928, when it 
reached 16.7 per cent, the proportion has 
shown little fluctuation, and over the whole 
period average 4.5 per cent. It will be seen 
from Table I that classical section was per- 
formed on a considerable number of cases 
in this group, and it is clear that the desire 
to avoid any risk (for example, of prolapse 
of the cord), which might be incurred by 
deferring operation till after the onset of 
labour explains the policy of performing 
elective classical section before labour, and 
throws light on the sustained 
popularity of this operation in this hospital. 


(4) 


be cause 


some 


Cardiac Disease 
Line G) 


(5) 
(Fig. 6 


Except during the years 1933-1936, when 
number rose to 10 on two occasions, 
forming 12.7 and 13.5 per cent of the annual 


the 
totals, cardiac disease has been an infre- 
quen indication for Caesarean section. In 
the last 5 years, between 2.8 and 3.5 per 
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cent of the sections were performed for this 
condition, and over the whole period the 
figure is 4 per cent. 


(6) Toxaemia of Pregnancy 
(Fig.6 Line H) 

Caesarean section has only rarely re 
performed for toxaemia of pregnancy: 
does not normally enter into the evi btn 
management of eclampsia or accidental 
antepartum haemorrhage. In almost every 
case in this group the operation was per- 
formed because of increasing severity of the 
maternal condition and increasing risk of 
intra-uterine death of the foetus. Table V 
and figure 6 show that among the indica- 
tions for section toxaemia of pregnancy 
plays an insignificant part: 6.3 per cent of 
the sections performed in 1948 were done 
for toxaemia of pregnancy, but over the 
whole period of 23 years only 2.4 per cent of 
the sections were done for this condition. 
There has been a slight increase in the 
numbers during the years 1944" 1945, but 
this is paralleled by the increase in the 
number of sections performed for all indica- 
tions, and reflects a greater readiness to 
resort to this method of delivery in the 
interests of the baby. 


(7) Uterine Inertia and Inco-ordinate 
Uterine Action 
(Fig. 6 Line B) 

An occasional section for uterine inertia 
was performed in the early years, but it was 
not till 1935 that this indication began to 
appear regularly. From then on it has 
accounted for up to 25 per cent of the total 
each year, the average of the last 5 years is 
20 per cent. In these, section was under- 
taken merely because of lack of progress, 
all else being normal. For some years it has 
been a rule of one obstetrician to perform 
section if active labour has not started 48 
hours after rupture of the membranes, but 
in the majority of cases the operation has 
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been performed for prolonged labour due to 
weak or inco-ordinate uterine action which 
has failed to respond to other forms of treat- 
ment. The progressive increase in the pro- 
portion of sections performed for this con- 
dition may be due at least in part to a true 
increase in incidence of inertia as well as to 
a greater readiness to intervene in cases of 
prolonged labour. It should be noted that 
there has recently been in this hospital a 
revival in the popularity of incision of the 
cervix for cases in which failure of dilatation 
of the cervix is the main cause of delay and 
in which the head is low. This may be taken 
as indicating a moderately conservative 
attitude towards Caesarean section for this 
condition, with a genuine desire to achieve 
vaginal delivery where that appears 
possible without undue risk to mother or 
child. In spite of this, it will be seen from 
Table V that prolonged labour due to 
uterine inertia was, with the exception of 
contracted pelvis, the commonest indica- 
tion for intervention, accounting for 13.1 
per cent of the primary operations per- 
formed in the period under review. 


(8) Prolapsed Cord 
(Fig. 6 Line I) 

Cord complications first appeared in 1934 
as an indication for section: in that year 2 
lower segment operations were performed 
for this condition. In subsequent years 41 
further cases of prolapse or presentation of 
the cord were treated by Caesarean section : 
the classical operation was performed 8 
times and the lower segment operation 33 
times. All except one of the babies survived. 
Over the whole period 2.4 per cent of the 
primary sections were performed for this 
condition. 


(9) Miscellaneous Conditions 
(Fig.6 Line E) 
After the cases have been grouped under 
the main headings there remain many which 


Igo 
cannot be placed. These include a wide 
variety of conditions, of which only a few 
cases; or even a single case, occur in the 
whole These conditions, which 
include pelvic tumours, carcinoma of the 
cervix, chronic nephritis, are insufficient to 
justify separate tabulation, and are included 
in this group of miscellaneous conditions 
Though there are minor fluctuations, this 
group has averaged only 4.8 per cent of the 
cases operated on, and has shown no 
tendency for the proportion to increase in 
the later years 


series 


SUMMARY 


Examination of the records of 
primary and 620 repeat Caesarean sections 
performed in this hospital between 1926 and 
1948 has been of value in confirming exist- 
ing impressions and in revealing information 
not previously known. It has confirmed 
that section is more readily resorted to now 
than in earlier years: that the increase in 
the total number of sections is due to an 
increase in the number of lower segment 
operations, and that the main indications 
ire almost identical with those enumerated 
by Munro Kerr more than 25 vears ago. It 
has revealed that the number of classical 


1,803 


operaticns performed ea h vear ts still con 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


siderable, and is not declining : the range of 
indications for section has not materially 
increased, but the standards are lower and 
many factors are given prominence which 
were not previously considered important. 
Contracted pelvis and disproportion to- 
gether form the indication for nearly half the 
sections performed, but, whereas in the 
early years nearly all the sections were for 
this indication, in the last 5 years it was the 
primary indication in only about one-third 
of the cases. Uterine inertia and foetal or 
maternal distress are becoming increasingly 
common indications for such intervention. 

As was expected, gradual rather than 
sudden changes have been revealed, show- 
ing the process by which the present position 
of Caesarean section has evolved from that 
of nearly 25 years ago. 


My thanks are offered to the past and 
present members of the Consultant Staff for 
giving me access to the records of their 


cases. 
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BREECH DELIVERY 
The Foetal Risk 
BY 


Lioyp Wooprow Cox, M.B., Ch.B., F.R.C.S., M.R.C.O.G. 
Resident Obstetric Assistant and Registrar, Liverpool Maternity Hospital 


THE SCOPE AND OBJECT OF THE INQUIRY 
THIs inquiry covers a period of 16 years, 
extending from Ist January, 1933, until 
30th April, 1949, the time of preparing this 
paper. At the beginning of this period, the 
subject of breech delivery was arousing real 
interest in the Liverpool Maternity Hos- 
pital, and particular care was paid to each 
case in which breech presentation occurred. 
Preliminary reports on the results of the 
method then in use were published by 
Burns and by Marshall in 1934, and these 
early cases are included in the present 
survey. This interest has been main- 
tained, and even increased over the 
years, due to the delegation of responsibility 
for the great majority of breech deliveries to 
the resident obstetrician. Each of these has 
attempted to improve on the practice of his 
predecessor, and no little success has been 
obtained, since the foetal mortality has 
steadily, albeit slowly, declined. Generally 
speaking, the majority of breech deliveries 
are performed by the resident obstetrician, 
or by house suryeons under his supervision. 

It was thought that some value would 
accrue from an extensive study of the results 
obtained in a hospital where this aspect of 
practical obstetrics had received particular 
attention. The actual method of delivery 
has been modified slightly, in the hands of 
each operator, but the same _ general 
principles, as enunciated in the preliminary 
report in 1934 have been found to be re- 
liable, and have been the basis of the 
practice of each obstetrician. No fear of 


this form of delivery has at any time made 
its appearance, in fact, the majority of 
operators enjoy breech delivery. Because 
of the zeal and interest shown by all, no 
particular effort is made to avoid this 
presentation, that is, the Liverpool school 
has never been a strong protagonist of 
cephalic version. Before considering the 
statistics, it should be made clear that the 
results are due to the hospital as a whole; 
each member of the staff, from the youngest 
pupil midwife, to the senior surgeon, 
having contributed his share. 


THe MATERIAL. 

There were in the period under review 
2,098 infants which were delivered vagin- 
ally as a breech, or were delivered abdo- 
minally because the breech was presenting. 
It is with these alone that this inquiry is 
concerned, and in one or other of the fol- 
lowing tables every case will be accounted 
for. For the purposes of classification, and 
properly to assess the actual hazards of 
delivery, breech deliveries have been 
divided into two groups: complicated, and 
uncomplicated. A complicated breech is 
one in which the risk’ to the foetus is in- 
creased by some other grave disorder, 
occurring either in the mother or the child. 
Such complications are placenta praevia, 
accidental antepartum haemorrhage, 
toxaemia, foetal malformations incom- 
patible with life, etc. Contracted pelvis and 
disproportion have not been regarded as 
complications, for otherwise there would 
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have been little foetal mortality to report in 
the uncomplicated series. It would be true 
that if these two latter 
together with uterine inertia were excluded, 
then the foetal mortality in any series should 
Prolapse of the cord 
has been excluded, although the foetal 
mortality for this complication when associ- 
ated with breech de livery, is almost 
identical with that for the whole uncompli- 
The reason for this lies in the 
practice of the hospital. If the cord pro- 
lapses at full dilatation of the cervix, 
immediate breech extraction is performed, 
hence the risk to the child is that of breech 
delivery only. If, however, immediate 
vaginal delivery is impossible, or inad- 
then per- 
formed. Multiple pregnancy has not been 
regarded as a complication per se, but a 
separate table is introduced for these in 
order that the risk may be assessed more 
accurately In addition to the 2,008 cases 
on which this inquiry is based, the records 
of 8 living mature infants and II premature 
infants (all in 1933) are missing. These cases 
have been excluded: their inclusion would 
have improved the overall foetal morta!ity 
for the uncomplicated group. 


to Say factors 


be almost negligible. 


cated series. 


visable, Caesarean section 1s 


RESULTS 

It is convenient to consider several Tables 
together, and to draw certain conclusions 
from the statistical evidence prese nted. Let 


| ibles Ito V 
Taste I 


fa 


us first examine 


4 Pounds 8 ounces 


1,004 


Mortality Pe 


(1) The overall mortality including in- 
fants from 2 to 4} pounds is 7.3 per cent. 
As the neonatal death rate is high in infants 
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of less than 3 pounds, and appreciable even 
in the 4-pound group, it was thought wiser 
to assess the risk to infants which normally 
have a reasonable chance of survival. That 
is, the group from 4 pounds 9 ounces up- 
wards has been chosen to show the actual 
hazard of breech delivery. In the long 
period under review, 1,004 infants were 
delivered, with 50 stillbirths and neonatal 
deaths. This mortality is less than 5 per 
cent. Refinements in technique have 
brought about a slight but consistent im- 
provement over the years, the figures for 
the last 10 years being 686 infants: 27 still- 
born or died (3.94 per cent), and for the last 
5 vears 374 cases: 12 infants lost (3.21 per 
cent). Individual resident obstetricians 
have each delivered a long series with a 
very small foetal In this respect 
mention must be made of Miss Mary Mayeur 
and Miss Doreen Martin, who, in 4 consecu- 
tive years, 1942-1945 lost only 4 infants 
among 239 breech deliveries (1.7 per cent.) 


loss. 


One can expect, therefore, in careful hands 
in teaching hospital work, a foetal mortality 
varying between 3 and 5 per cent, and as 


already shown, even less for trained 
operators in a personal series. 

(2) When the mortality for each weight 
group is considered (Table Il), it is seen 
that the mortality rises sharply below 5 
pounds, and above 7h pounds. Indeed, 
were it not for the high Caesarean section 
rate over g pounds, the mortality would be 
even higher. It is difficult to deliver a very 
large baby as a vertex, it is much more 
difficult to deliver such an infant as a 
breech, vaginal manipulation — being 
hindered by the large body. Table II(a) is 
an abstract of Table II which makes these 
figures more easily seen. 

(3) The mortality is higher in hospital 
practice in the case of multigravidae. I 
would venture to assert that it is higher 
throughout the country as a whole, if the 


results of the domiciliary service of this 


i 
Uncomplicated cases: 
: 
Primigravidac 635 4.55 
Multwravidar 100) 19 5.15 
Total 1OO4 50 4.99 
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Tasre II. 
The Mortality by Weight Groups, with the incidence of Caesarean section. 


Primigravidae 


Mor- 
tality 


Per 
cent 


Weight Cases Cases tality 


under 
3-9 
49 


3-9" 14 
4.5 7 7 13 
5.0 10 
5.1-5.5 13 
5.9-0.0 35 
6 5.5 3. 51 

7.0 so 

7.8 

3.0 

8.8 

g.0 
8.3 


50 


9. 9.5 
9.9-10.4 


over 10.0 100.0 


Multigravidae 


Mor- 


Total Caesarean section 


Per 
cent 


Mor- 
Cases tality 


Per 
cent Per cent of total 
738.60 29 2 
38.5 30 
10.0 25 

48 
110 
168 


72-4 
23.3 
8.0 


1.5 
2.4 
3-4 
4.2 
7.0 
8.1 
10.8 
9.5 
28.5 
100.0 


Donne WN 


* 3.9 1s abbreviation for 3 pounds 9 ounces, etc. 


hospital are any criterion. The reasons for 
this unfortunate state of affairs are twofold. 
Firstly, only the unfavourable case of 
breech presentation in a multigravida is 
referred for hospital confinement, nearly 
twice many primigravidae being 
delivered as multigravidae. Secondly, the 
antenatal assessment of the multigravid 
case may be more difficult. It is often 
assumed, perhaps wrongly, that the de- 


as 


The Most Favourable Group 
5 pounds 1 ounce to 7 pounds 8 ounces. 
Cases Mortality per cent 
Primigravidae 
Muitigravidae 


3-45 
1.67 


459 If 
240 4 


Total 699 20 2.86 
The Unfavourable Group 

7 pounds g ounces to 10 pounds 8 ounces 

8.70 

11.80 


Primigravidae 
Multigravidae 


161 14 
119 14 


Total 280 28 10.00 


Caesarean Section 


Total 125 


Tasce III. 
The Mortality with Extended or Flexed Legs. 
Cases over 4 pounds 8 ounces. 


Mor 
Cases tality 


Per 
cent 


Extended legs 
legs 


primigravidae 
multigravidae 


535 28 


200 11 


5.22 
5-50 


Flexed legs 
Flexed legs 


primigravidae 
multrgravidac 


3.00 
4.74 


100 3 
169 


livery will be easy. It is just as important 
ina multigravida as in a primigravida with 
a foetus known to be large that the delivery 
be conducted with the utmost care, even, if 
necessary, by the abdominal route. 

(4) Extended legs are shown to be a less 
favourable presentation in both parous and 
primigravid patients. I have regarded cases 
with flexed legs with some reserve, and I 
have certainly experienced more anxiety 
over the outcome of these cases. The pres- 
ence of a foot in the vagina, or even pro- 
truding from the vulva is a great tempta- 
tion to commence extraction. It is possible 
that the better results in this hospital have 
been due to an extreme conservatism with 


| 
fu 1.3 205 23 10.0 
33 165 28 14.5 
8.7 132 1 12 8.3 
5.3 Qs 15 13.2 
21.1 37 7 15.9 4 
11.1 21 8 26.7 
2 I 5 1 20.0 7 I 12.5 
I I 100.0 2 I 33-3 | 
| 
| 
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regard to these cases, postponing the 
delivery until the buttocks are ready for 
spontaneous extrusion. 

(5) The major cause of foetal mortality 
in this series is intracranial injury. In one 
way or another, there has been damage to 
the aftercoming head. Sometimes this was 
due to a bad antenatal assessment of the 
case —delivery had been attempted through 
bony passages too small for the unmoulded 
foetal head. Yet in other cases, and these 
were common, the delivery was described as 
straightforward, without use of excessive 
or unusual manipulation I hese 
then the real risk breech 
delivery, and one must ask the question: 
In what way may these unexpected foetal 
deaths be eliminated ¢ 

(6) Intrapartum asphyxia occurred in a 
minority of cases, and it is to the Liverpool 
method of delivery-extraction that I attri 
bute these improved results Most cases 
of asphyxia occurred where there was a 
large child, in other words, in disproportion 
without contracted pelvis. Labour was 
prolonged, foetal distress and death 
occurred towards the end of the first stage 


force 


CASES are ol 


or even during the process of delivery—due 
to difficulty in the manipulations and the 
idded ti necessary the 
extraction. Asphyxia in intants of normal 
size seldom occurred in this series. 

[he of Caesarean Section 
appears high, as indeed it is. Further, I 
have the temerity to recommend that it be 
raised. where the weight of the infant 1s 
issessed at more than g pounds. On the 
other hand and this recommendation may 


to complete 


(7) incidence 


ippear equally rash to the reader, | would 
suggest that on the basis of the figures here 


presented, there is no indication for 
Caesarean section in any patient, parous 
or primigravid the of 
tracted pelvis or of uterine inertia, who has 
not passed the age of 35 vears, and whose 


infant is assessed at less than 74 pounds in 


in absenc: con 
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IV. 
Caesarean Section for Uncomplicated Breech 


Operations 125 


Foetal mortality 3 (Neonatal 


deaths) 
Indications : 


Contracted pelvis 

Awe 

Large infant, inertia, etc 
Other 


weight. The foetal mortality when 
Caesarean section is performed electively 
is in the region of 2 per cent (Table IV, also 
Marshall and Cox, 1949). The foetal mor- 
tality for vaginal delivery in this favour- 
able group in the Liverpool Maternity 
Hospital, over a long period of years, is 
less than 3 percent. The margin is fine, so 
fine that few surgeons would use it as an 
argument for a slight increase in the mater- 
nal risk. 

It is easy to talk glibly about assessing the 
weight of an infant prenatally. This prob- 
lem has baffled the most expert of obstet- 
ricians. But it is not so difficult to be fairly 
sure that an infant is likely to be of normal 
size, or that it is likely to be abnormally 
large. Less than one twelfth of cases weigh 
over 8} pounds. It should not be impos- 
sible to pick most of these before labour 
commences, as indeed the practice and 


Tasie V 


of Stulbirth and Neonatal Death in 
Mature Infants 


Causes 


Intracranial 

pt } used 

Forceps applied to head in pe brim 
r | very not noted 


pressure 


Excessive 
Asphyxia 
Aftercoming 


pertorated ifter 


No signs of trauma, nor of asphyxia 


Pne umonia 


Postmortem 


39 
45 
26 
5 
15 
head 
4 
not performed 12 
a 
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VI. 
Complicated Breech Delivery. 


Cases Mortality 


Malforma ations en with 

Toxaemia — 13 

Over 4 pounds 8 ounces ... 11 2 
Prolapsed cord 19 
Over 4 pounds 8 ounces ... 23 1 

Internal podalic version for mal- 

presentations... --. 104 
Internal podalic version for pro- 

lapsed cord 
Accidental antepartum haemor- 

rhage 
Placenta praevia (including bi- 

polar and internal version) 3 
Erythroblastosis 
Serious maternal diseases (dia- 

betes, 1; heart disease, 1) 
Otherwise uncomplicated infants, 

4 pounds 8 ounces and under 


Total 


Taste VII. 


Mor- Per 

Cases tality cent 

Under 3 8 ounces 22 64.6 
3.9 to 4.8 4 
49 to 5.8... SES 5 
5.9 to 6.8 2 
6.9 to 7.8 w+ 44 I 
7-9 to 8.8 ane I 
over 8.8... ene I 


Cases over 3p yunds 8 ounces 


Primigravidae oo» 208 6 
Multigravidae 199 7 


First twin... 2 
Second twin oss S84 II 


Spontaneous delivery : 
First twin . aie ‘sox 
Second twin —— 


Extraction or internal version and 
extraction : 
First twin ... ‘aia 
Second twin a 


201 


experience in this hospital has been able to 
prove. 

(8) The statistics presented in Tables V1 
and VIII are not of such interest. With the 
exception of prolapsed cord and toxaemia, 
these serious disorders have taken their toll 
of foetal life. Internal podalic version does 
not show up well in this series, since the 
operation has been performed on cases 
already unfavourable—for example, brow, 
transverse lie, face (mento-posterior), 
occipito-posterior, and in some cases after 


Tasre VIII. 
Multiple pregnancy—Complicated cases 


Mor- Per 
_Cases tality cent 


Over 3 pounds. 8 ounces 

Toxaemia . 1.6 
Prolapsed cord ..._.. 12.5 
Placenta praevia .. 2 
Accidental ante partum haemor- 

Erythroblastosis I 100.0 
Macerated ... 12 100.0 
Malformations inc ompatible with 

life ... aed. 100.0 


3 pounds 8 ounces and under 
Otherwise unc omplicate d ae 64.6 


Total 38.9 


attempted delivery with forceps. It would 
be just as wrong to compare these cases with 
those of Potter (1922), who performed 
elective podalic version in many normal 
cases with a mortality of about 2 per cent, 
as it would to compare the results of breech 
delivery in cases of placenta praevia with 
uncomplicated cases. 

(9) From multiple pregnancy (Table 
VII) some inferences may be drawn. 
Breech delivery is much safer for the first 
twin than for the second. Other things 
being equal, one would expect the opposite 
state of affairs. The soft parts have been 
dilated, thus the passage of the second 


| 
| 
.., | 
3-5 
1.7 
5.1 
8 5.7 
3 54 
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the patient calls the district midwife for the 

first time when labour is advanced. One 

hundred and twenty uncomplicated cases 

occurred in 10 years, with 20 per cent 

mortality. No criticism is intended of the 

district midwives, who are thoroughly 

experienced in the Liverpool technique. It 

is just impossible for a midwife and a pupil 

to accomplish on a bed in a house what a 

team can do in proper surroundings. 

Where time permitted (this was usually the 

_ case with primigravidae), and an anaes- 

} thetist and obstetrician were called, a 

wnew different tale was related. It should be 

Graphic representation of Table I clear that a breech presentation has no place 
Primigravidae and muitigravida in any domiciliary service. 


foetus should be more easily accomplished. Taste IX. 
Examination of the notes of the fatal cases Cases Delivered on Domiciliary Service 
shows that the second stage of labour was 1939-1949 Inclusive. 

unduly prolonged. The foetus succumbed a 
to factors other than breech delivery. The Single Multiple 
3 foetal deaths occurring with extraction of 
the second twin occurred when extraction Mor- Per Mor- Per 
was performed for foetal distress after a Cases tality cent Cases tality cent 
prolonged second stage. Under :; 

In more recent years in this hospital, 394 
when an anaesthetic has been administered ‘ 
for delivery of the first twin, it has been the 
practice to rupture the second bag of waters 
immediately, and then to extract the second 9 ngs 
twin as a breech (with or without internal Unweighed 
podalic version). No foetal mortality has 
yet occurred. It would appear that other nicmanicose 
factors connected with multiple pregnancy, Tota! 
such as inertia, contraction and retraction “ 


of the uterus, have more influence on the 
rere were ¢ remigTavidae whom 

mortality than has the actual breech 

delive 


(10) The tinal table (Table LX) is one of 
the most important, It has always been the Cases Mortality 
practice inthe Liverpool Maternity Hospital Mcerated 

service to admit patents wi 1 a bDreecn Accidental antepartun 
presentation to hospital Sometimes the haemorrhage 
patient refuses admission, sometimes the Prolapsed cord 


presentation ts unree ognized, and at others Infants born or partly born before arrival omitted 


Uncomplicated Cases. 


w 
NSN Ww 


3.5 
8 


NN 
~ 


~ 


Complicated Cases. 
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BREECH DELIVERY: THE FOETAL RISK 
THE PRESENT TECHNIQUE, 


The principles of the method described 
by Burns and by Marshall remain un- 
changed. However, there are various 
modifications of technique, and some small 
refinements in the last 2 years, which 
warrant a complete description again. 

Antenatally. A gentle attempt at ex- 
ternal cephalic version is made without 
anaesthesia at the 34th week. If this fails 
a second attempt may be made at the 36th 
week, unless the breech is already low in 
the pelvis. At the 37th week, a careful 
vaginal examination is made, and the 
maternal pelvis assessed clinically. This is 
followed by X-ray pelvimetry in the case of 
primigravidae. Provided that there is no 
contra-indication to vaginal delivery, the 
patient is seen at weekly intervals, until 
labour commences spontaneously. 

Labour. Labour is conducted in the 


usual way, ample sedatives (morphine, 


pethidine, hyoscine, or combinations of 
these drugs) being given at the appropriate 
times. Analgesia with nitrous oxide and 
air, or with trilene is given as necessary. The 
duration of labour is usually no longer than 
it is with a normal vertex presentation. 
When there is no disproportion between 
the child and the maternal pelvis, it is 
usual for the anterior buttock to be visible 
at the vulva, shortly after full dilatation of 
the cervix. The mother is then encouraged 
to make voluntary expulsive efforts with 
each uterine contraction. These should be 
continued, the breech bulging the maternal 
perineum a little more with each contrac- 
tion until the foetal anus can be seen at the 
height of an expulsive effort. It is now 
time for delivery. The duration of the 
second stage of labour in these favourable 
cases is remarkably constant, being very 
nearly one hour in primigravidae. It is 
important, in the absence of foetal and 
maternal distress, that an attempt to deliver 
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is not made too soon. The value of the 
second stage is twofold: firstly as regards 
the complete effacement of the cervix, and 
secondly as regards the softening and 
stretching of the perineum. 

The delivery is performed with the 
mother in the lithotomy position. After 
the usual antiseptic and aseptic prepara- 
tions, a catheter is passed and the bladder 
emptied. Local analgesic is infiltrated along 
the projected line of the episiotomy, and the 
incision made, just before a contraction is 
expected. The mother then bears down, 
and partially extrudes the child's buttocks. 
Gentle traction with the operator’s finger 
in the anterior groin of the child often aids 
this first step in the delivery. At the suc- 
ceeding uterine contraction the expulsive 
effort is continued, and the extended legs 
can be freed by abducting the thighs and 
flexing the knees. The body of the child is 
then delivered to the umbilicus. A loop of 
cord is drawn down, but no further attention 
is paid to it. 

Anaesthesia is now induced rapidly by an 
intravenous injection of from 0.25 to 0.5 g. 
of sodium pentothal in 5 per cent solution. 
The patient lies relaxed, and further intra- 
venous or inhalation anaesthesia may be 
continued as desired. 

Grasping the child’s feet in a sterile towel, 
the operator makes steady traction towards 
the floor, taking care to keep the shoulders 
of the child in a vertical plane. Traction is 
continued until the tip of the anterior 
scapula appears at the vulva. The elbow 
and arm may then be released easily by 
inserting 2 fingers into the vagina. The 
posterior arm is freed, either by inserting 
the hand into the vagina posteriorly and 
bringing down the arm, or by rotating the 
child’s body through 180 degrees, keeping 
the back uppermost, and freeing the arm 
spontaneously. 

The foetal head is now engaging the 
pelvic brim, and the engagement is aided 
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by allowing the child to hang by its own 
weight from the vulva. If the nape of the 
neck does not appear shortly, careful supra- 
pubic pressure by the operator will aid the 
descent of the foetal head through the pelvis. 
The nape of the neck being visible, the legs 
are grasped again, and swung in a wide 
arc to the ceiling, maintaining tension. The 
chin and mouth of the child should now 
appear at the vulva, and the air passages 
may be wiped clear. An intravenous in 
jection of ergometrine 1.0 mg. is now given. 

In most cases the child commences to 
breathe, and the delivery of the head past 
the perineum can be a leisurely affair. 
Piper's or Simpson's forceps are applied 
to the head, flexion increased and the de- 
livery is completed slowly. The umbilical 
cord is severed, and the child’s respiration 
established. The uterus by this time has 
contracted firmly, and in nearly all cases 
the placenta has already separated. Fundal 
pressure aids its expulsion, leaving a clean 
bloodless field for the repair of the 
episiotomy. 


VARIATIONS OF TECHNIQUE. 

(1) With a premature infant, it is import- 
ant that the trauma to the poorly ossified 
foetal head be minimal. Thus it is even 
more necessary to give these mothers the set 
technique. The episiotomy is never to be 
omitted, and a small pair of obstetric 
forceps used (the Wrigley pattern is useful) 
to guide the head over the perineum. The 
second stage should not be unduly pro- 
longed in these cases, iy certain circum 
stances extraction at full dilatation of the 
cervix may be advisable 

(2) With a large infant, which it has been 
dec ided to cle live :% iginally, labour usually 
progresses slowly. Although the maternal 


pelvis is known to be capacious, the breech 
does not descend, and remains high in the 


until the cervix is almost fully 
If labour is allowed to proceed, 


pel is 
dilated 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


the breech then descends only to become 
arrested on the pelvic floor. Further volun- 
tary efforts are of no avail. Extraction at 
this point is very difficult, and may be 
dangerous if the lower segment is very thin 
and a retraction ring present, intra-uterine 
manipulations carrying the risk of rupture 
of the uterus. It is wiser in such cases to 
extract the child under deep anaesthesia as 
soon as lack of progress is apparent. The 
manipulations are difficult, but if done in 
time, the maternal risk is not great. Both 
legs should be brought down, and the ex- 
traction may then proceed as occurs with a 
normal assisted delivery. Where the 
breech remains high in the pelvis during the 
second stage of labour, vaginal delivery will 
be fraught with disaster for the foetus, and 
abdominal section is wiser. 

(3) In a case with a small gynaecoid, or 
flat pelvis, it is important that the after- 
coming head should enter the pelvis in the 
transverse diameter. This is accomplished 
by keeping the shoulders in the vertical 
plane and not allowing rotation of the body 
and the head until both arms have been 
delivered, and the head has begun to 
descend in the pelvis. The body of the 
child is then rotated back uppermost, and 
the head rotates as it descends to the 
perineum. 

(4) Ina case with an anthropoid pelvis, 
the reverse situation holds. After delivery 
of the anterior arm, the body is rotated, and 
the head enters the pelvis in the antero- 
posterior diameter. 

(5) When foetal distress supervenes, or 
the cord prolapses, if the cervix is fully 
dilated, immediate extraction under general 
anaesthesia should be performed. If the 
cervix is not fully dilated, and the operator 
wishes to ensure a living child, Caesarean 
section is the only safe method, expectant 
vaginal methods being problematical in 
their outcome. 

(6) With a variety of different operators, 
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techniques are bound to vary a little. The 
method described is that which has evolved 
from the original description by Marshall, 
and is the method at present used by him. 
He is responsible for the introduction of the 
ergometrine technique, and last year for 
the pentothal anaesthesia. Other operators 
never, or only rarely apply forceps to the 
aftercoming head, with results apparently 
no different from the results of those who 
always apply the forceps. I had hoped to 
differentiate between the methods, but this 
proved impossible. Some operators who 
consistently deliver without forceps use 
them for the difficult case, whereas others 
who consistently use them exert strong 
suprapubic pressure to force the head to the 
perineum, a level from which delivery with 
of without forceps is easy. 

(7) A word should be said about 
pentothal as the anaesthetic agent. The 
advantages of this method are clearly seen. 
The patient begins to deliver the child 
herself, and then lies quietly when relaxa- 
tion is necessary. Noill effect on the infant 
has been noticed, since at the time the 
injection is given the cord is already com- 
pressed. This drug seems the ideal agent 
for the breech delivery. For a fuli extrac- 
tion, however, ether, which relaxes the 
uterus more efficiently, is the better drug. 


DISCUSSION. 


Assessment of the Case. 

This is the most important part of the 
breech delivery. Once the legs are out- 
side the vagina, there can be no turning 


back. It is too late then to recognize that. 


the pelvis is contracted and that the foetal 
head will not pass. Sometimes the decision 
to forbid vaginal delivery is easy, a con- 
tracted pelvic inlet or outlet is discovered 
and the decision is made. Also, when the 
size of the patient's abdomen makes it clear 
that the child is very large the decision again 
is easy, the results of vaginal delivery of 
E 
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infants over 9 pounds in weight being so 
poor. Age is another telling factor. Over 
35 years of age the foetal results become 
increasingly unfavourable. 

When labour has begun the decision to 
allow vaginal delivery is not irrevocable. 
A trial of labour lasting 2 hours after the 
cervix is fully dilated is impossible with a 
breech presentation, since by that time the 
breech will be impacted in the pelvis, and 
the uterus contracted firmly around the 
child. But ‘a trial’’ can be conducted. 
The spontaneous onset of labour is awaited. 
If the breech descends into the pelvis 
shortly, and strong contractions continue, 
the outcome is likely to be favourable. If 
the breech fails to engage although con- 
tractions are strong and the cervix is dilat- 
ing, there is almost certain disproportion 
and the labour should be terminated forth- 
with. Another unfavourable omen is the 
development of uterine inertia. A slow 
labour, dangerous enough for a vertex, is 
fatal for a breech. There should be no other 
treatment for this complaint than Caesarean 
section, as soon as the inertia is clearly 
established. In Liverpool, in this series of 
cases, many of these mothers were found to 
have a child much larger than had been 
expected, and the results of persisting with 
vaginal delivery proved tragic, the infant 
dying during the long first stage of labour. 


The Place of Version. 

As has already been indicated, external 
cephalic version is not popular in Liver- 
pool. The reason is fairly clear. For 4 
consecutive years, 1942-45 inclusive, the 
foetal mortality of breech delivery (239 
cases) was 1.7 per cent, which compares 
favourably with 1.7 percent, due to external 
version (236 cases, Peel and Clayton, 1948). 
In the hands of careful operators the mor- 
tality for breech delivery can be kept as 
low as 3 per cent. Now the effective 
mortality from version is not only the loss 
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due to version, but the loss due to version 
together with the loss due to the subsequent 
labours—breech or vertex. In the series 
of Peel and Clayton, 5 infants were subse 
quently lost in labour. Thus the effective 
foetal mortality is 9 in 236 cases, or 3.8 per 
cent, approximately the same figure as 
that for breech delivery in Liverpool in the 
last 10 years 

Surely version without anaesthesia should 
be attempted according to the operator's 
discretion. There are cases of breech pres 
entation in which the breech is low in the 
pelvis before the onset ot labour, and the 
maternal pelvis is large and well shaped. 
A safe vaginal delivery is likely, and it 
would be foolhardy to disengage the breech 
under anaesthesia. On the other hand, a 
mobile breech presentation may be associ- 
ated with a minor degree of pelvic contrac 
tion, and an easy version may lead to a trial 
of labour which concludes with a normal 
delivery 


The Place of ( aesarean Section. 

It will be observed from the accompany- 
ing figures that the incidence of Caesarean 
section is not low. It is clear from Table 
II that in the case of infants in the higher 
weight groups, more sections should have 
been performed. The good results obtained 
for vaginal delivery in primigravidae from 
8} to o4 pounds were due, Lam sure, to the 
caretul selection of unfavourable cases, and 
their abdominal delivery. However, the 
incidence of section should not rise in the 
future, since there were cases between 5 and 
8 pounds, who had section performed 
because it was not appreciated how safe 
vaginal delivery can be Recourse to our 
tables shows that, between 5 and 7} pounds, 
the foetal mortality is very little higher for 
vaginal delivery than it is for Caesarean 
In fact, in the later vears of this 
study, with refinements in technique of 
anaesthesia, the foetal mortality for both 
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breech delivery and Caesarean section 
should be less than 2 per cent in this favour- 
able weight group. In other words, an 
operator with moderate dexterity can, in 
the absence of contracted pelvis, deliver 
infants of normal size with no added risk by 
the vaginal route. 

Where there is an untavourable compli- 
cation, there should be no hesitancy in 
deciding to deliver abdominally. Many 
primigravidae in Liverpool have been de- 
livered by Caesarean section of a large 
infant presenting by the breech, and in a 
subsequent pregnancy spontaneously com- 
menced labour and delivered a smaller child 
as a vertex presentation. A transverse scar 
in the lower uterine segment appears to 
stand labour well. None of these scars has 
ruptured in the Liverpool Maternity 
Hospital, and the total number of cases 
reported is small (Lawrence, 1949). One 
section neither condemns the mother to a 
life of abdominal deliveries, nor subjects 


her to any serious risk to her life by the 


operation. The maternal mortality found 
in a survey of teaching hospitals is 0.13 per 
cent for elective cases of lower segment 
operations (Marshall and Cox, 1949). In the 
Liverpool Maternity Hospital, it is less than 
I in 1,000, a very small risk indeed. 


The Importance of Altention to Detail. 

The operation of breech delivery, as at 
present described, is, in the majority of cases 
a very calm affair. The patient delivers 
the buttocks of the child herself, and then 
lies quietly, anaesthetized by the intra- 
venous barbiturate. There is no struggl- 
ing with a partly anaesthetized patient, and 
the operator is not hindered by an imper- 
fect position in which to work. 

For everything to proceed smoothly 
requires a team of people, all conversant 
with their own duties. Without them no 
operator, however brilliant his technique, 
can produce results. An anaesthetist 
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capable of inducing anaesthesia in a few 
seconds, is essential. So too is a skilled 
nurse, who will conduct the first stage of 
labour well, so that the patient enters the 
second stage fresh, mentally and physically, 
and able to perform the voluntary work 
necessary to complete the delivery. I 
believe that no breech can safely be 
delivered by a team of less than 3, all of 
whom know their duties perfectly. This 
is amply borne out by Table IX. These 
deliveries, almost all in multigravidae, have 
been carried out by midwives familiar with 
the technique of this hospital. In a few 
primigravidae (amongst whom there was 
no foetal loss) 2 house surgeons were called 
for the second stage, thus providing a team 
with an anaesthetist again. The results need 
no further comment. 

Just as attention to detail is necessary as 
regards the setting of the stage, so it is 
important with the acting. Though the 
perineum appears soft and yielding, the 
episiotomy should not be omitted in primi- 
gravidae, and often should be performed in 
multigravidae. The bladder should always 
be empty, so that suprapubic pressure can 
be made with safety. The operator should 
proceed with the delivery in a rhythm, 
which only practice will bring, so that an 
easy or a difficult case appears to the on- 
looker the same, there being apparently no 
additional manipulation required. It is the 
careful unhurried delivery which makes for 
safety, yet the same care must not so 
prolong the delivery that a fatal asphyxia 
results. 


THe INTRINSIC RISK. 


“Under careful and experienced 


management the foetal death-rate from 
breech presentations should be not higher 
than 4 to 6 per cent in primiparae and 2 to 
3 per cent in multiparae, in cases in which 
the child is mature and healthy, and there 
is no gross abnormality or disease in the 
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mother. The figures of Burns and Marshall 
already referred to, and to my own experi- 
ence in private practice, confirm the esti- 
mate here stated.’’ (Munro Kerr, 1937.) The 
opinion of this most experienced surgeon 
has been confirmed by this long series of 
cases in Liverpool. It is also strengthened 
by the addition of other long series. 
Goethals (1936), Macafee and McClure 
(1937), Dieckmann (1946), Guyer and 
Heaton (1946), Newton (1949), and Seeley 
have reported figures which 
approach this ideal, and various smaller 
personal series have shown mortalities less 
than this (Tompkins, 1943; Greig, 1945; 
Ware, Winn and Schelin, 1947). 

Having regard to the fact that house 
surgeons, who at the beginning of their term 
of office are quite inexperienced in breech 
delivery, are trained in Liverpool just as in 
other teaching hospitals, and have per- 
formed their share of breech deliveries in 
this series, I believe that anyone, given 
appropriate facilities for team work, can 
approach these results. Although ‘the 
Burns-Marshall method is one of the most 
valuable methods of breech delivery des- 
cribed, the good results are due, not to this 
alone, but also to the intense interest and 
painstaking care of all connected with the 
management of this presentation. 

While the value of external cephalic 
version was unquestioned so long as 
the foetal mortality from breech. delivery 
was greater than 10 per cent, some 
heart searching must now be under- 
taken by all who aspire to the best 
results. Should one diligently practice the 
art of breech delivery, with a mortality of 
5 per cent or less, or should one concentrate 
on version, with an effective mortality of 
3 per cent or more? It is a fine margin 
which only the individual operator can 
decide. 

There can be few, however, who will 
quibble at the abdominal delivery of a 
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breech in the elderly primigravida, or in a 
patient with a contracted pelvis. The 
former may suffer a 33.5 per cent foetal 
mortality as shown by Racker (128 cases, 
1943). I can produce no figures on this 
aspect from Liverpool, since it has been the 
practice for many years to carry out a 
section in these patients. The latter, with 
contracted pelves, are candidates for 
section whatever may be the presentation. 

I have been impressed with the results of 
induction of labour just before term in 
When the breech is well 
down in the pelvis, and the cervix effaced, 
surgical induction of labour by rupturing 
the forewaters often leads to a quick and 
favourable labour. I have not seen a mis- 
hap following this procedure. In fairness, 
I must say that conditions were suitable tor 
the onset of labour in each case, and the 
short induction delivery interval suggested 
to me that labour would have ensued shortly 
without induction. The small mortality in 
the lower weight groups, however, leads 
to the supposition that labour at the 38th 
week should be favourable. My experi- 
ence of this aspect is very small, and so, I 
expect is that of others. One hesitates to 
advance the suggestion for use as a routine 
procedure. 


suitable cases. 


However, two of my seniors, 


each of whom delivers many breeches in 
the course of his consulting practice, induce 
labour with the breech presenting, if there 
is an indication for the induction of labour. 
Each states he has had no cause to regret 
this action. 


CONCLUSION. 

This paper, reporting the results of the 
Burns-Marshall or Liverpool technique, 
shows the results that can be obtained in one 
hospital where the whole staff shows an 
interest in breech delivery. Though the 
method is practised in the belief that it is 
one of the safest yet described, it is reco 
nized that other methods of delivery or of 
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extraction produce results which are not 
very different from these. Perhaps it is 
sufficient to say that this method of delivery- 
extraction of the breech is safe, in that 
foetal deaths from asphyxia are few, but 
that it has not solved the problem of trauma 
to the aftercoming head. 


SUMMARY. 

1. The results of breech delivery in the 
Liverpool Maternity Hospital, since Ist 
January, 1933, are presented. 

2. The foetal mortality for uncompli- 
cated cases with mature infants is 4.98 per 
cent, for 16 years, and 3.21 per cent for the 
last 5 years. 

3. The foetal mortality is ro per cent for 
infants weighing over 7} pounds. 

4. The main cause of infant death in this 
series is intracranial trauma. 
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THE USE OF INTRAVENOUS OXYTOCICS IN THE SECOND 
STAGE OF LABOUR 
BY 
Ursuta M. Lister, M.D., F.R.C.S., M._R.C.O.G. 


From the Department of Gynaecology and Obstetrics im the 
University of Liverpool. 


WueN labour is conducted according to 
methods and principles which have been 
accepted as best by generations of obstet- 
ricians, the overall incidence of third stage 
and postpartum haemorrhage is not less 
than 5 to6 per cent (Davis, 1940; Davis and 
Gready, 1946), and if accurate measure- 
ments of blood loss were always made it 
seems likely that the figure would approach 
10 per cent in the practice of many hospital 
as well as individual obstetricians. Indeed 
such an incidence has been recorded both 
in this country (Vartan, 1948) and in the 
United States of America (Diddle, 1942). 
Moreover in the Report of the Mill Road 
Infirmary, Liverpool (1948), it is noted 
that, even when special attention was 
directed to it by all members of the staff, it 
was only possible, by applying traditional 
methods of prevention and treatment, to 
reduce the number of cases from 7.5 percent 
in 1947 to 5.6 per cent in 1948. _ If the 
importance of haemorrhage following 
delivery of the child requires emphasis it 
may also be pointed out that it accounted 
for 5 per cent of all the maternal death in 
the Chicago Lying-in Hospital between the 
years 1931-1945 (Davis and Gready, 1946), 
and 8.45 per cent of the maternal deaths 
occurring during a 15-year period in Phila- 
delphia (Beecham, 1947). Again, forevery 
fatal case of haemorrhage, there ts a large 
number of non-fatal cases, including some 
in which the loss may not exceed 20 ounces, 


in which the patient is left temporarily or 
permanently debilitated. 

Among the many methods suggested and 
used to prevent and control postpartum 
haemorrhage is the routine intravenous or 
intramuscular injection of oxytocics before 
the placenta is delivered. The rationale of 
such techniques is based primarily on a 
new concept of the physiology of the third 
stage of labour. Formerly it was thought 
that the process of placental separation, in 
which the formation of a retroplacental 
haematoma played an important part, 
occupied about ro to 20 minutes and this 
despite the fact that Warnekros (1918) and 
Weibel (1919) independently demonstrated 
by radiological means more than 30 years 
ago that placental separation is complete 
within 5 minutes of delivery of the child. 
Their view, overlooked for so long, has been 
supported in recent years by careful clinical 
carried out by several 
authorities, and also by routine intra- 
uterine palpation during the third stage of 
labour (Leff, 1945). It is now widely 
iccepted that separation of the placenta is 
brought about by reduction in size of the 
placental site as the uterus retracts, this 
process commencing during the final stages 
of the delivery of the child, and normally 
being complete within a few minutes of the 
birth. There is, however, a pause before 
the separated placenta passes from the 
upper to the lower uterine segment, and 10 


observations 
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to 20 or more minutes may elapse before 
it isexpelled. The classical signs of separa- 
tion are really signs of descent. 

While the placenta remains in the uterus 
the risk of haemorrhage is always present, 
sO it is argued that since it has already 
separated there is nothing to be gained by 
waiting the statutory time before express- 
ing it. The administration of oxytocic 
drugs, by producing a rapid and violent 
uterine spasm, not only serves to ensure 
rapid and complete separation but makes 
it easier and safer to express the placenta 
almost immediately after the delivery of the 
child, and reduces the bleeding from the 
placental site to a minimum. Against this 
argument it is pointed out that if the 
placenta is not expelled immediately, it 
may be retained by spasmodic contraction 
of the lower segment and cervix which 
makes even its manual removal difficult if 
not impossible. 

Posterior pituitary extract has been used 
at the onset of the third stage of labour 
by a few obstetricians almost from the time 
of its introduction into obstetric practice, 
and is recorded by Hofbauer in 1912, who 
even at that time sometimes employed the 
intravenous route. Later reports of its 
routine employment early in the third stage 
of labour include those of Williams (1919) 
Ryder (1921), Broadhead and Langrock 
(1922) and Pastore (1936), while more 
recently White (1938), Reich (1939), 
McConnell and Schauffer (1943), Leff 
(1945), DeLee and Greenhill (1947), 
Dieckmann et al. (1947) have written of its 
use at the end of the second stage of labour. 
It is now used quite extensively, either 
immediately before or after the birth of the 
child, some obstetricians preferring the 
intramuscular, and some the intravenous, 
route. All the above writers claim satis- 
factory results and report a reduction in the 
duration of the third stage and the amount 
of blood lost. McConnell and Schauffer 


(1943) mentioned occasional incarceration 
of the placenta but did not find this 
troublesome. They, as well as Leff (1945) 
and Dieckmann et al. (1947), prefer 
oxytocin to ergometrine. 

Davis is generally credited with being the 
first to give ergometrine intravenously at the 
end of the second stage of labour and the 
first reference in the literature appears to be 
by Adair, Davis, Kharasch and Legault 
(1935). It was also tried out and reported 
by Runge in 1936. Davis (1940) found the 
method satisfactory in all cases of cephalic 
presentation but later Davis and Boynton 
(1942), reported that it is not suitable for 
application to breech delivery. Further 
series of cases in which ergometrine was 
employed intravenously at the end of the 
second stage or early in the third stage of 
labour are recorded by Reich (1939), Conn, 
Vaut and Cantor (1941), Diddle (1942), 
McConnell and Schauffer (1943), Bickers 
(1943), O'Connor (1944), Tritsch and 
Schneider (1945) and Quigley (1947) and in 
general their experience was favourable. 
The duration of the third stage of labour was 
greatly reduced, averaging 1} minutes in 
McConnell and Schauffer’s series and less 
than 4 minutes in Quigley’s, while it lasted 
less than 3 minutes in 73 per cent of Davis 
and Boynton’s cases. The average amount 
of blood lost during and after the third stage 
was also small and the incidence of post- 
partum haemorrhage was reduced. The 
number of cases occurring in the practice of 
the Chicago Lying-in Hospital was reduced 
by two-thirds (Davis and Gready, 1946). 
Diddle (1942) reported a decrease in the 
incidence of postpartum haemorrhage from 
10.3 to 4 per cent of all deliveries when 
intravenous ergometrine was employed, 
and a still greater reduction in cases of 
multiple pregnancy. The measured loss 
was less than roo ml. in 81 per cent of 
Davis and Boynton’s cases, and exceeded 
500 ml. in only 0.4 per cent. It 
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was less than 100 ml. in 50 per cent of 
Quigley’s (1947) series. Bearing in mind 
the widespread fear of imprisonment of the 
placenta it is also to be noted that manual 
removal of the placenta following intra- 
venous ergometrine was necessary in only 
1.52 to 3.0 per cent of cases reported by 
Davis and Boynton (1942), Reich (1939), 
Quigley (1947) and Tritsch and Schneider 
(1945). These figures are no higher than 
those given by Schwartz and Richards 
(1943) for cases treated by traditional 
methods. The above authors as well as 
O'Connor (1944) point out that they did not 
encounter any real difficulty even when the 
operation was carried out soon after the 
intravenous injection of the drug. Chassar 
Moir (1947) on the other hand states that the 
operation is difficult, as did Davis in 1940, 
and that it may have to be deferred for 
about one hour until the ergometrine effect 
is wearing oft 

The action of oxytocics administered 
intravenously is not long sustained and 
Bickers (1943) and McConnell and 
Schauffer (1943) report the occasional 
occurrence of delayed haemorrhage I or 2 
hours after labour. Furthermore, Dieck- 
mann, ef al. (1947) point out that a number 
of their cases had secondary haemorrhage 
5 to 20 days after delivery and this they 
attributed to ergometrine interfering with 
involution of the placental site rather than 
to retention of products of conception. 


THE PRESENT INVESTIGATION. 


During the last 4 years, in the Liverpool 
Maternity Hospital, all cases delivered by a 
senior member of the medical staff have 
been given an oxytocic preparation intra- 
venously at the end of the second stage of 


labour. The cases fall into 4 groups: 
(a) all private patients having an unassisted 
vaginal delivery; 
delivery, (c) all cases of breech de livery, 
(d) a few cases of multiple pregnancy 


(b) all cases of forceps 


Every patient treated was under the 
influence of a general anaesthetic at the 
time of delivery. During 1946 and 1947 
there was 835 patients in the above cate- 
gories and all received ergometrine intra- 
venously. The results are compared with 
those obtained by the same nursing and 
medical] staff in the same groups of patients 
during the years 1944 and 1945 at which 
time oxytocics were never given until after 
the placenta had been delivered. There 
were 762 patients in the control series. 
Also compared with this control series is a 
group of 227 patients, delivered during the 
early part of 1948, who were given oxytocin 
intravenously instead of ergometrine. The 
same type of selection, i.e., all those cases 
in which a doctor had to be in attendance, 
was employed, and again every patient 
received a certain amount of inhalation 
anaesthetic for thé birth of the child. 

Oxytocin or ergometrine was injected 
intravenously just as the foetal head became 
crowned. After the head was born, the rest 
of the delivery was conducted slowly, the 
trunk being left to be pushed out by the 
contracting uterus and the mother’s volun- 
tary efforts. This technique is described by 
several writers and is said to be attended by 
less risk of placental impriconment. In 
theory the placenta separates and leaves the 
upper segment while the cervix is held open 
by the foetal trunk. Within 1 or 2 minutes 
of the completion of the second stage and, 
with either the first or second contraction 
after delivery of the child, the placenta was 
expressed from the uterus. If necessary 
delivery of the placenta was assisted by con- 
trolled traction on the cord. When the 
breech presented, the aftercoming head was 
usually delivered with forceps, the intra- 
venous ergometrine being injected immedi- 
ately after the application of the blades and 
before extraction was commenced. When 
oxytocin was used the dose was always § 
units (0.5 ml.). In the case of ergometrine 
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0.5 mg. was used at first but the dose was 
soon increased to 1.0 mg. for the reason 
that it had a more drastic and definite effect, 
making complete separation of the placenta 
more certain and rendering it easier to 
determine the optimum time for an attempt 
at expression. 


RESULTS IN THE INTRAVENOUS ERGO- 
METRINE SERIES. 

The types of cases receiving ergometrine 
and the number of cases in each group of 
the control series are shown in Table I, and 
the duration of the third stage of labour in 
Tables II and III. 


1. The Duration of the Third Stage of 
Labour. Inthe ergometrine series the third 
stage of labour was completed in less than 


I. 
Types of Cases Treated 


Cases receiving ergometrine 
Total 


Control 


cases 


Type of 
delivery 


Forceps 
N.D. 
Breech 


Twins 25 


358 455 349 
1g! 228 
153 173 


33 12 
835 


Total 671 76a 


II. 
Duration of Third Stage. 


Duration of 
grd stage 
in minutes 


Cases recetving ergometrine 
I mg. mg. Total 


Control 


cases 


365 
203 259 
128 182 
13 20 
I ‘ 5 


323 


Over 1 hour 


Total 


213 


Tasce III. 


Effect of Type of Delivery on Duration of 
Third Stage. 


Minutes Forceps N.D. Breech Twins 


Intravenous Ergometrine Series 


73 62 
60 48 


37 


5 3 
2 


Over 1 hour 


2 minutes in 624 (74.7 per cent) of the 835 
cases, and in a further 192 cases (23 per 
cent) in less than 10 minutes. These figures 
however include 10 cases in which the 
placenta was removed inanually. The third 
stage of labour lasted longer than 15 
minutes in only 4 patients: in 3 of these it 
was terminated by manual removal of the 
placenta at the end of rhour. The delay in 
the fourth case was the result of a deliber- 
ately planned clinical experiment. Ergo- 
metrine was given as usual but no attempt 
made to express the placenta. At the end 
of 1 hour without bleeding or adverse 
effect the placenta had not been delivered 
spontaneously but was easily expressed 
from the vagina where it was lying free. In 
the control series, however, the duration 
of the third stage was less than 10 minutes 
in 306 cases (40.2 per cent) and was more 
than 15 minutes in 313 cases( 40.9 per cent) 
and more than 1 hour in 27 (3.5 per cent). 


I- 2 138 13 
| 
i 5-10 12 
3 
15-20 
30°45 
45-00 3 
Over hour 1 
i Control Series : 
2 — —_ 
53 53 36 
5-10 50 63 42 2 ] 
hs 10-15 69 39 33 2 i 
15-20 55 42 25 
20-30 50 20 14 3 : 
30-45 38 8 14 2 
14 2 9 2 
| 
— 
oO I 
I- 2 
2- 5 143 
5-10 163 
10-15 143 
15-20 122 
20-30 93 
30-45 . 62 
45-60 3 3 9 
I I 27 
7 671 164 835 762 
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The type of delivery was not found to 
affect the duration of the third stage of 
labour when intravenous ergometrine was 
used, although, as might be expected, it did 
in the control series. In the latter the long 
third stage associated with twin pregnancy 
and with forceps delivery under general 
anaesthesia is particularly noticeable. 
Contrary to the findingsof Davis and 
Boynton (1942), the use of ergometrine 
intravenously at the end of the second stage 
was found equally satisfactory when the 
breech was presenting. 

2. Blood loss. The cases receiving ergo 
metrine were observed closely and any 
blood lost was caught in receivers and 
measured, and an allowance made for spill. 
[he results in the control series, however, 
were taken from routine hospital records 
ind in many cases the loss entered was only 
i very rough estimate and was sometimes 
stated as merely less or than 


more 20 


ounces, 


This may detract from the value 


of the analysis, yet it is generally recognized 
that blood loss recorded in this way nearly 
always represents an underestimate and, in 
the view of those working in this hospital, 
this is true inthisinstance. If the blood loss 
in the control cases had been carefully 
measured the difference between the 2 series 
shown in Table IV would have been more 
rather than less 

The of intravenous ergometrine 
greatly reduced the amount of blood lost 
which in 94 per cent of cases was less than 


5 Ounces and very often amounted only to 


lise 


TABLE 
After the 


Amount of Bleeding During and 


Ergometrine 


I mg per cent 5 


Loss oouncesto 5 ounces ¢ 945.1 14! 


Loss o ounces to 15 ounce 


Loss 6 ounces to 19 ounces 
Loss 16 ounces to 19 our 
Loss 20+ 


secondary P P H 


mg 
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I or 2 ounces. Postpartum haemorrhage 
(more than 20 ounces) occurred in only 4 
patients (0.5 per cent) but in none was the 
loss more than 30 ounces. In the control 
series only 74 per cent of women bled less 
than 15 ounces and in 122 (16 per cent) the 
loss exceeded 20 ounces. This latter figure 
is high in comparison with the general inci- 
dence of postpartum haemorrhage in the 
hospital, which in the years prior to 1946 
was about 6 per cent, but it is explained by 
the fact that these series include a high pro- 
portion of operative vaginal deliveries, and 
all patients, even those having a spon- 
taneous delivery, had a general anaesthetic. 
In 3 of the 4 cases of postpartum haemor- 
rhage following the administration of 
ergometrine, forceps delivery under general 
anaesthesia had been carried out, while in 
the fourth, labour was rapid, the child being 
premature and presenting by the breech. 
the reduction in blood loss effected by 
giving ergometrine at the end of the second 
stage is well illustrated by the figures for 
cases of multiple pregnancy (Table V). 
Blood transfusions were given in 3 cases 
in the ergometrine series, though only once 
for haemorrhage. The circumstances of 
these cases are as follows: (a) A woman with 
moderately severe pregnancy anaemia had 
an easy spontaneous delivery but the 
placenta could not be expressed and was 
removed manually. ' There was no bleed- 
ing but blood was transfused as a _pre- 
cautionary measure. (b) This patient, 
admitted as an emergen¢ y, developed 


Third Stage of Labour 


series 


Control 
series 


per cent Total cent 


per cent 


759 


: 
566 74.3 
27 4.1 ; 4.7 — — 
re 73 9.6 
3 O.4 I o.f 122 16.0 


INTRAVENOUS OXYTOCICS IN SECOND STAGE OF LABOUK 


Tasie V. 
Blood Loss im Cases of Multiple Pregnancy 


Intravenous 
ergometnne 


Cases 


Control 


cases 


Amount 


Less than 5 ounces 29 
5 Ounces to 20 ounces 3 
More than 20 ounces I 


Total 33 


bilateral suprarenal haemorrhage during a 
labour complicated by a severe degree 
of inco-ordinate uterine action. There was 
no difficulty with the third stage of labour 
and biood transfusion was given because of 
the rapid deterioration in her general con- 
dition, the cause of which was not clear 
until autopsy. (c) This was a case of twin 
pregnancy complicated by severe hydram- 
nios and premature but otherwise normal 
labour. Secondary postpartum haemor- 
rhage occurred 9 days later and necessitated 
blood transfusion and removal of the 
retained placental cotyledon. 

In the control series, 8 patients required 
blood transfusion, the indication in every 
case being third stage or postpartum 
haemorrhage. 

3. Effect of Prolonged Labour on the 
Blood Loss. _ Prolonged labour is usually 
associated with an increased risk of haemor- 
rhage during and after the third stage, so 
those cases in which the first stage of labour 
lasted more than 48 hours have been 
studied (Table VI). There were 32 such 


VI. 
Effect of Prolonged Labour on Blood Loss. 


Intravenous 
ergometrine 
cases 


Amount Control 


Loss less than 5 ounces 32 
Loss less than 15 ounces 
Loss less than 20 ounces 
More than 20 ounces 


Total 
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cases, all ultimately delivered with forceps, 
who were given ergometrine, and in every 
case the loss did not exceed 5 ounces. In 
the control series no less than 4 out of 20 
patients suffered from postpartum haemor- 
rhage and in all the bleeding was consider- 
able. Manual removal of the placenta was 
performed once in each group. 

4. Relaxation of the Uterus and Delayed 
Haemorrhage. Relaxation of the uterus 
and delayed haemorrhage occurred in 5 
patients (0.6 per cent) in the ergometrine 
series. It was noticed usually about 2 
hours after delivery, and in no case was the 
loss severe. A further injection of ergo- 
metrine or one of pituitary extract quickly 
controlled the bleeding, the uterus there- 
after remaining firmly contracted. Very 
few writers comment on this possibility but 
McConnell and Schauffer (1943) report a 
2 per cent and Bickers (1943) a 12 per cent 
incidence of delayed postpartum haemor- 
rhage. These writers gave only 0.2 mg. 
ergometrine however and the larger dose of 
0.5 mg. or 1.0 mg. used in the present 
investigation accounts perhaps for the 
rarity of this complication. 

5. Manual Removal of the Placenta. 
Whenever it proved impossible to ex- 
press the placenta following the injection 
of ergometrine, manual removal was 
generally carried out atonce. It was 
argued, perhaps incorrectly, that a severe 
degree of contraction ring might thereby 
be forestalled. The placenta was removed 
manually 13 times (1.6 per cent) and no 
difficulty was encountered even when the 
operation was conducted 10 minutes after 
the injection, when the action of ergo- 
metrine was at its height. The placenta was 
usually found already separated or only 
lightly adherent and spasm of the lower 
segment was not sufficient to prevent the 
hand being inserted far enough to grasp and 
withdraw the placenta. The 2 cases in 
which the operation was delayed for 1 hour, 
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cases 
13 
3 
4 
m7 32 20 
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Taste VII 
Manual Removal of the Placenta 


Ergometrine series 


Time 


Within 5 minutes of delivery of child 
Within 10 minutes of delrvery of child 
Within 15 minutes of delivery of child 
Within 60 minutes of delivery of child 
More than 1 hour after delivery of child 
More than 2 hours after delivery of child 
More than 4 hours after delivery of chald 


Totals 


in order that the uterus might not be so 
strongly contracted, would probably have 
been better managed if the placenta had 
been removed earlier, in that at least a 
second anaesthetic would have been 
avoided. 

In the control series the incidence of 
manual removal of the placenta was rather 
higher, the operation being carried out in 
17 cases (2.2 per cent). Undue delay in re- 
moving the placenta resulted in severe shock 
or haemorrhage in some of these cases, so 
several of the medical staff have pointed 
out that one of the advantages of using 
ergometrine is that, no matter whether it be 
successful or not, it removes the temptation 
the decision to invade the 
uterine cavity. As might be expected 
manual removal of the placenta was 
required more frequently in both series after 
operative vaginal delivery under general 
anaesthesia (Table VIII). In twin 
delivery where intravenous ergometrine 


to postpone 


one 


Taste VILL 


Type of Delivery m Cases of Manual Removal of 
the Placenta 


Intravenous 
ergometrine Controls 
Forceps delivery 7 
Spontaneous delivery 

by vertex 2 
Breech delivery ; 
Twin delivery 1 


1 mg 


mg. Total! Control series 


7 


13 (1.6 per cent) 17 (2.2 percent) 


was employed, the first placenta was ex- 
pelled in 3 minutes, but the second was 
retained and was removed manually 
through the contracting lower segment a 
few minutes later. None of the patients in 
either group suffered significant ill effects 
attributable to the operation. 

6. Retained Cotyledon of Placenta 
(Secondary postpartum haemorrhage). 
A small portion of the placenta was retained 
in utero in 5 cases (0.6 per cent) where 
intravenous ergometrine was used, and in 
each instance no delay or difficulty in 
expelling the placenta had been recorded. 
In 3 the placental tissue was removed on the 
ninth to twelfth day of the puerperium, 
being discovered on routine examination 
in 2 cases, and in 1 because of heavy loss. 
This last patient was febrile for some days 
following a twin delivery, the 2 placentae 
having been thought complete though 
ragged. Secondary postpartum haemor 
rhage occurred on the eleventh day, neces- 
sitating blood transfusion and exploration 
of the uterus. The fourth patient had an 
ifebrile puerperium but had a moderate 
loss 6 weeks after delivery, and placental 
tissue was then found lying in the cervix. 
The remaining case gave a history of the 
placenta remaining im utero for 1 week 
ifter her previous confinement. On this 
oceasion the placenta was thought to be 
complete but she had a severe loss 3 weeks 
after delivery and a piece was removed 


6 
2 i 1 
7 
4 
10 ; 
| 
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trom the uterine cavity. There were no 
cases of secondary postpartum haemor- 
rhage unassociated with retained products 
of conception as reported by Dieckmann et 
al. (1947). 

In the control series only 1 case is known 
to have suffered from a retained cotyledon, 
but these cases were not followed up like 
those who received ergometrine, and this 
figure may be inaccurate. 

7. Maternal Mortality. There were 2 
maternal deaths in the control series and I 
in the ergometrine series. The circum- 
stances of the latter have already been des- 
cribed and the use of ergometrine was not 
associated in any way. Of the 2 deaths in 
the control series, one was the result of pul- 
monary embolism, but the other might have 
been avoided had the third stage been 
managed difterently. Delivery was by 
internal version and breech extraction, 
bleeding was severe, and despite trans- 
fusion she died 2 hours later, with the 
placenta still in utero. 


THE DOSAGE OF ERGOMETRINE. 


In most series of cases reported the dose 
of ergometrine used was between 0.2 mg. 
and 0.5 mg., though Dieckmann et al. 
(1947) considered the smaller amount to be 
insufficient. Chassar Moir (1936, 1939, 
1944, 1947) has always advised that not 
more than 0.25 mg. should be given intra- 
venously because of the danger of un- 
pleasant side effects. Amongst the latter 
he described vomiting, dizziness and weak- 
ness of the limbs. Davis, writing in 1937, 
also mentioned the possibility of toxic effects 
being produced by ergometrine but neither 
he in his later articles nor other American 
writers report their occurrence. In the 
present investigations no ill effects of any 
kind were noted in any patient even when 
1.0 mg. was used. However, all the patients 
received a smaller or larger amount of 
general anaesthetic at the time of delivery 


and of the injection so it may be that any 
fleeting unpleasant reactions were masked. 
In view of this it was decided to carry out 
a special test on women not under the 
influence of a general anaesthetic at the time 
of delivery. This separate series comprises 
64 patients, 57 having a spontaneous 
delivery without anaesthesia, and 7 being 
delivered by low forceps application under 
local analgesia. All were given 1.0 mg. of 


-ergometrine intravenously at the end of 


the second stage of labour and the results 
confirm those obtained in the main series. 
They were all personally observed by the 
writer and the duration of the third stage, 
the amount of blood lost and the occurrence 
of symptoms was meticulously assessed. 
The temperature, pulse-rate and blood- 
pressure were recorded during labour, 
immediately after the third stage, and just 
before the patient was sent to the lying-in 
ward. 

If the cases in which the placenta was 
removed manually are excluded, the 
average duration of the third stage of 
labour was less than 2 minutes (see Table 
IX). 


Taste IX 
No anaesthetic. 


Per cent 


Length of third stage No. of cases 


‘4 minute 2 3 

minute 33 53 
2: menutes 17 27 
3 minutes 2 

minutes 

minutes 6 

minutes I 


The amount of blood lost was less than 
3 ounces in 69 per cent of cases and ex- 
ceeded 10 ounces in only 1 case. In this the 
presence of multiple uterine fibroids made 
it impossible to express the placenta. 
Manual removal! was carried out 1} hours 
later, but even then the total loss was only 
15 ounces. The second patient in whom 
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manual removal of the placenta was per- 
formed only bled between 2 and 3 ounces, 
though the placenta was retained tor 1) 
hours. 

As might be expected the pulse-rate was 
raised immediately after the third stage, 
though in only 6 instances was it over 100 
per minute, and in all it soon settled. There 
was no significant alteration in temperature, 
but some cases showed transient changes in 
systolic blood-pressure. These consisted in 
a rise of 10 mm. Hg in Io cases and a fall 
of 5 to 20 mm. Hg in 16 cases (Table X). 
These changes could not be directly ascribed 
to the use of ergometrine and in some cases 
at least they were associated with some 
other factor such as manual removal of the 
placenta 


X 
Variations Systolic Blood Pressure 
No change in 
Kise of to mm 
Fall of 5 
Fall of 10 mm 
Fall of 


in 
in 
im 


mm 


tim in 


Iwo patients received a general anaes 
thetic for manual removal of the placenta. 
Of the remaining 62 patients 58 (93.5 per 
cent) did not notice any relevant symptoms 
following the injection of ergometrine and 


this despite leading questions. Two patients 


Tas 


ravenous oxytocin series 


N.D Breech 


» 10 
15 
20 yo 
45 
Over 1 hour 


Twins 
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complained of nausea, but did not vomit, 
but as one had complained similarly during 
labour it is doubtful whether much signi- 
ficance can be attached to this observation. 
One patient complained of aching legs, but 
this was almost certainly the result of being 
placed in the lithotomy position for forceps 
delivery under local analgesia. The fourth 
patient noticed tingling of her fingers for 
about an hour, and this may well be attri- 
buted to the ergometrine. There is nothing 
in these findings to suggest that it is not 
safe to use as much as 1.0 mg. ergometrine 
intravenously and this is confirmed by sub- 
sequent experience in the years 1948 and 
1949. Any reactions to this dose must be 
quite infrequent and are in any case tran- 
sient. Whether in fact it is necessary to use 
so large a dose as 1.0 mg. is a separate 
problem and is not considered here because 
the evidence for and against is not avail- 
able. 


RESULTS IN INTRAVENOUS OXYTOCIN 
SERIES. 

The technique employed was the same as 
tor the ergometrine series. In a prelimin- 
ary trial of 19 cases the dose was limited to 
2.5 units “‘ pitocin’’ but it was found that 
the third stage of labour was not materially 
affected and the results given here are those 
obtained with a dose of 5 units. 


XI 


Intravenous 

ergometrine 

Total Control series series 
365 
259 
182 
20 


5 


= 
| 
lorceps 
‘> I men ‘4 42 12 2 
i- 2 2 ! 
a § 16 23 4 2 
5 6 143 | 
7 7 122 
I 
I 62 
1 9 3 
27 I 
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- Taste XII 
Biood Loss in the Third Stage of Labour 


Intravenous oxytocin series 


Forceps N.D Breech 
Loss o to 5 ounces 68 99 17 
Loss o to I5 ounces 
Loss 6 to 19 ounces 17 11 1 
Over 20 ounces 7 2 


1. Duration of third stage of labour. 

he third stage of labour lasted less than 
2 minutes in 156 (68 per cent) cases, but in 
10 patients its length was between 15 
minutes and 1 hour. In general the third 
stage was rather longer than in the series in 
which ergometrine was used. 


2. Blood loss. 

The amount of blood lost in the third 
stage of labour was less than 5 ounces in 189 
(83.2 per cent) cases. Postpartum haemor- 
rhage was recorded in g (4.0 per cent) 
patients, but in no case did the loss exceed 
30 ounces, and in only one was a blood 
transfusion required, and this several days 
after delivery. 


3. Delayed Haemorrhage. 

A striking feature of the cases in which 
oxytocin was given intravenously was a 
tendency to relaxation of the uterus and 
delayed haemorrhage 15 to 30 minutes after 
delivery of the placenta. This occurred in 
43 (18.9 per cent) patients, and in 7 (3.0 
per cent) of these the loss was more than 5 
ounces, amounting in one case to as much 
as 20 ounces. This phenomenon was so 
noticeable in the earlier cases that the 
medical staff became alarmed and _ the 
technique was modified by the addition of 
0.5 mg. ergometrine intravenously after 
delivery of the placenta ; 158 of the patients 
received this modified treatment. 


4. Manual removal of the placenta and 
retained placental tissues. Manual removal 
of the placenta was performed 5 times (2.2 
per cent), an incidence as high as in the 


Control 


Twins Total Per cent series Per cent 
5 189 83.2 
506 74-3 
29 12.8 — 
4-0 16.6 


control series. Only 1 of these patients 
had a loss of 20 ounces or more, and none 
required blood transfusion. 

A cotyledon of placenta was retained in 
2 cases and in each it was removed immedi- 
ately after inspection of the placenta on 
completion of the third stage of labour. The 
blood loss in neither case exceeded 2 to 3 
ounces. 

There were no maternal deaths, nor were 
any side reactions to oxytocin noted. 


Taste XIII. 
Manual Removal of the Placenta—Oxytocin Senes. 


Duration of 
No Type of delivery third stage Loss 


8 ounces 


! Forceps 5 minutes 

2 Forceps 5 minutes 5 ounces 
; Forceps 15 minutes *§5 ounces 
{ Forceps 1 hour 8 ounces 
5 N._D. 15 minutes 20 ounces 


* Placenta adherent to Caesarean section scar. 


DISCUSSION AND CONCLUSIONS. 

The results in the 3 series are summarized 
in Table XIV and from this it is clear that 
when the same medical and nursing staff 
deal with the same type of patients under 
the same conditions, it is possible, by inject- 
ing oxytocics at the end of the second stage 
of labour, to effect a considerable reduction 
in the amount of blood lost during and 
immediately after the delivery of the 
placenta. The duration of the third stage 
is also considerably shortened, although 
this in itself is of secondary importance. The 
very striking decrease in the incidence of 
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postpartum haemorrhage (from 16.0 per 
cent in the control group to 4.0 per cent in 
the oxytocin, and 0.4 per cent in the ergo- 
metrine, series) was not accompanied by 
an increase in the number of 
manual removal of the placenta; imprison- 
ment of the placenta by hour-glass contrac- 
tion of the uterus occurred but rarely and 
then did not give rise to any real difhculty. 


cases of 
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Was quite rare when ergometrine was used, 
an experience which is at variance with that 
of Bickers (1943) and McConnell and 
Schauffer (1943). They, however, only 
employed a dose 0.2 mg. and this may ex- 
plain the difference. In this series the very 
large dose of 1.0 mg. was preferred to 0.5 
mg. by most members of the medical staff, 
and no significant ill results were noted. It 


XIV 


Third stage less than 2 minutes 
Loss under 5 ounces 

Loss under 15 ounces 
Postpartum haemorrhage 
Manual rem 


Retained cotyledon 


val 


Ihe number of cases treated with oxy- 
tocin was comparatively small and this is 


explained by the fact that the results were 
so inferior to those obtained with ergome- 
trine that the medical staff the 
conclusion that it was unjustifiable to con- 
tinue the trial. It may be that it ts 
unreasonable to expect that 5 units of 
oxytocin should have such a strong effect 
is 1.0 mg. ergometrine, but it should be 
noted that, even when only 0.5 mg. of th 
latter was used, the results were better. 
Moreover it was quite noticeable that the 
uterine response to oxytocin was slower to 
develop, less intense and sustained 
White (1938) also pointed out that the 
oxytocin effect tends to pass off qui kly. 
his is almost certainly the explanation of 
the very large number of cases of delayed 
bleeding when oxytocin was used, and for 
this reason it seems wise, when employing 
this preparation to assist delivery of the 
placenta, to give ergometrine prophylac 
tically as soon as the third stage is com 
plete. 

The occurrence of delayed haemorrhage 


came to 


less 


Control 
senes 


irgometrine 
SeTICS 


Oxytocin 
series 
Per cent Per cent 
68.0 
83.2 


Per cent 
74.0 


4.0 
1.6 2.2 


0.0 0.5 


may be added that, since early 1948 and at 
the time of writing, approximately 1,500 
more cases in the same hospital have been 
treated with 1.0 mg. of ergometrine intra- 
venously and the results have been equally 
satisfactory, and side effects conspicuously 
absent. 

The only real disadvantage of the method 
which was noted was the increased liability 
to retention of small pieces of placenta and 
consequent secondary haemorrhage in the 
puerperium. This was almost certainly the 
result of rather hasty and vigorous attempts 
to express the placenta, attempts prompted 
by an exaggerated fear of the placenta being 
imprisoned above a_ constriction ring. 
This complication occurred more frequently 
in the earlier cases when experience of the 
method was limited. Although increasing 
experience and added confidence has re- 
sulted in less trouble of this kind it seems 
important to comment that, when the 
placenta is forcibly expressed from a uterus 
under the influence of ergometrine, the 
obstetrician should at once, while he is 
beside the patient, examine the placenta 
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and be prepared to explore the cavity 
immediately if there is any question of it not 
being complete. 

The need for the greatest care over this 
latter detail and the need for accurate 
timing of the injection and of placental 
expression also seems to justify the con- 
clusion that routine administration of 
_ oxytocics at the end of the second stage of 
labour should be practised only under 
hospital conditions where team work is 
possible. Under such circumstances the 
occasional retention of the placenta in 
whole or part presents little difficulty and 
does not seriousiy detract from the 
enormous advantage of a reduction in the 
incidence of postpartum haemorrhage to 
negligible proportions. Even if ergo- 
metrine is not used as a routine at the end 
of the second stage of labour in all hospital 
cases, there is much to be said for using it 
in all cases of prolonged labour, in those in 
which delivery necessitates general anaes- 


thesia, and when the likelihood of post- 


partum haemorrhage is more than average, 


is in twin pregnancy. Nevertheless, even 
when large doses of ergometrine are used 
intravenously, it should be recognized that 
it is not possible by this means to avoid 
haemorrhage in every case. Very occasion- 
ally the uterus remains flaccid and bleeds 
despite the strong stimulus. These cases 
are exceptional however and the results 
reported here show that even in difficult and 
prolonged labour the incidence of post- 
partum haemorrhage can be reduced to less 
than 0.5 per cent. If the technique was 
applied to a series of unselected cases in- 
cluding an average number of normal as 
well as abnormal, it is almost certain that 
the overall incidence would be considerably 
less than this. Indeed its routine employ- 
ment in all cases would probably reduce the 
incidence of postpartum haemorrhage in 
hospital practice to one tenth or even one 
twentieth of its present level. 
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LIVER LESIONS IN OBSTETRIC SHOCK 
BY 


A. D. TeLrorp Govan, M.B., Ph.D., 
Director of Research, Glasgow Maternity and Women’s Hospital, 


AND 
I. M.B., M.R.C.O.G., 


Department of Midwifery, Gardiner Research Scholar, 
Glasgow, University. 


Most modern work on shock has dealt with 
the vascular reactions occurring in that 
condition. Little attention has been paid 
to the related metabolic upset, but recently 
Frank, Seligman and kine (1946) have 
drawn attention to the importance of the 
liver in this respect. By viviperfusion of 
the liver in shocked animals these workers 
were able to show that loss of liver integrity 
is a factor of considerable significance in the 
collapse of the organism in advanced hae- 
morrhagic shock, and that the preservation 
of liver tunction is of crucial importance in 
recovery from that condition. They also 
concluded that anoxia of other organs or 
tissues is not important in the development 
of ‘* irreversibility ’’ in shock. 

Hepatic lesions in shock have been 
mentioned by a few authors. Davidson 
and his colleagues (1946) describe changes 
varying from degeneration to necrosis 
affecting the central zones of lobules in fatal 
cases of medical shock. Bywaters (1946) 
in a detailed analysis of cases of crush injury 
reports that a large proportion of cases 
show necrosis of the central or midzonal 
cells of the liver lobules which appears 
histologically to date from the time of 
injury. Moon (1936, 1938), however, 


although describing dilatation and conges- 
tion of capillaries and venules, makes no 
Similarly Sheehan 


mention of necrosis. 
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(1939) has described in some detail the 
changes found in 97 cases of obstetric shock 
but makes no mention of changes in the 
liver. 

It was felt that it would be timely to 
describe the liver lesions which we have 
found in cases of obstetric shock and 
attempt to correlate them with the clinical 
findings. 

Material. The material for this study was 
obtained from 63 fatal cases of obstetric 
shock occurring in the maternity wards of 
hospitals in Glasgow and district. The 
majority were patients in the Glasgow 
Royal Maternity and Women’s Hospital. 
The term ‘‘ obstetric shock ’’ carries with it 
a number of objections, but it is taken to 
mean shock directly associated with an 
obstetric complication or operation. In the 
present series haemorrhagic, traumatic and 
neurogenic factors all undoubtedly played 
some part in the production of shock, but 
haemorrhage was the predominant feature, 

Microscopic study of liver. In a pre- 
liminary histological survey it was found 
that the cases could be divided into 5 
groups according to the liver lesions found. 

Group 1. There were 13 cases in this 
group. In all the liver appeared to be 
normal and no pathological lesion could be 
detected. 


Group 2. This group, in which there 


“a 
| 


were 5 cases, was characterized by the 
occurrence of small vacuoles in the cells of 
the central zones of the lobules. This is 
illustrated in Fig. 1. Unfortunately, with 
the material at our disposal, it was not 
possible to determine whether these vacu- 
oles were in actual fact due to infiltration of 
fat, although their appearance strongly 
suggested this possibility. Rolleston and 
McNee (1929) have stated that fatty infil- 
tration of the liver is normally present 
during pregnancy and lactation. Simi- 
larly Ingerslev and Teilum (1945), in liver 
biopsy studies on pregnant women have 
found fatty vacuolation in the central zones 
of the liver lobules. However, intra-cel- 
lular hydropic, non-fatty vacuoles have 
been described in the liver in anoxic states 
by Bywaters (1946), Kritzler (1944) and 
Pappenheimer and Hawthorne (1936). The 
sinusoids of the central zones were very 
narrow due to swelling of the vacuolated 
cells. Both portal and central veins were 
congested and frequently the blood in these 
vessels contained an excess of polymorphs. 
No abnormality could be seen in the walls 
of the vessels. In some lobules the cells 
were swollen and hydropic without vacuole 
formation 

Group 3. Seventeen of our cases were in- 
cluded in this group. The most striking 
histological change in the liver was a 
marked deposit of brownish-yellow pigment 
granules in the cells of the central zones of 
the lobules. Most commonly this was the 
only change, but in some lobules the cell- 
columns in these zones were broken up and 
occasional cells were undergoing disinte- 
gration with karyolysis of the nuciei 
(Fig. 2). A slight excess of polymorphs 
was noted in the central and portal veins of 
this group also. No other change could be 
found in the vessels. 

Group 4. There were 16 cases in this 
group. In these cases there was a marked 
dilatation and congestion of the sinusoids 
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of the central zones. The liver columns in 
this area were broken up and many of the 
cells were much narrower than usual. A 
variety of appearances were shown. In 
some instances the cells were merely narrow 
with dark nuclei and an accumulation of 
brown pigment granules in the cytoplasm. 
In others the cells were very eosinophilic 
with definite pyknosis of nuclei, while the 
surrounding cells showed a degree of fine 
vacuolation. Actual disintegration of a few 
cells was present (Fig. 3). The eosinophilic 
globules described by Bywaters (1946) as 
occurring between the liver cells and sinu- 
soid walls were not encountered, but strands 
of hyaline pink material were noted in this 
situation. 

Group 5. The appearances in this group 
represented an advanced stage of those seen 
in Group 4. There were 12 cases and all 
showed well-marked necrosis which in 
almost all involved both central and mid- 
zones. In one or two cases it mainly 
affected the mid-zones leaving a narrow 
ring of healthy cells surrounding the central 
vein. The cell-columns in the necrotic 
areas were completely disorganized, each 
cell being dissociated from its neighbour. 
They were rounded with extremely opaque 
eosinophilic cytoplasm and nuclei which 
were either pyknotic or were undergoing 
karyolysis. There was marked congestion 
in the necrotic areas and frank haemor- 
rhageinmany. This wasespecially marked 
when the necrosis was confined to the mid- 
zone. A polymorphonuclear infiltration 
was present among the necrotic cells. Most 
of the central and portal veins were con- 
gested and contained an excess of poly- 
morphs (Fig. 4). 


CLINICAL FEATURES. 

Age. The age groupings are shown in 
Table I. As can be seen they were found to 
be spread fairly evenly throughout the 5- 
year periods in all except groups 2 and 3 


Section from liver of case in group 2. Note the marked vacuolation 
of the cells around the central vein 


Liver from a case in group 3. The cell columns are broken up. A 
number of cells in the central zones are disintegrating 
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where there was a tendency for the cases to 
fall into the higher age groups. In view of 
the small number of cases it can hardly 
be regarded as significant in Group 2. 


Taste |. 


Years 20-25 26-30 31-35 30-40 41-45 
Group 1 
Group 2 
Group 3 
Group 4 4 
Group 5 1 


3 


Parity. There were primigravidae and 
multiparae in all groups except the third in 
which all were parous. Nine out of 17 
patients in this group had had 3 or more 
previous pregnancies. On the other hand 
one patient in this group had only had one 
previous pregnancy which actually ter- 
minated at 3 months in abortion. 

Personal history. Nothing significant 
could be found in the previous medical 
histories of these patients. There was no 
evidence of hepatic disorder in any case at 
any time. Four cases had had previous 
operations, a history of scarlet fever was 
obtained in 2 cases; rheumatic fever had a 
similar incidence. Diphtheria, asthma and 
epilepsy had each occurred in one case. 
The remainder of the patients had no history 
of serious illness. 

Obstetric history. Abortions or stillbirths 
had occurred in an odd case of every 
‘group, but otherwise no evidence could be 
elicited of any obstetric abnormality or 
disease of pregnancy in any of the cases. 

Family history. Nothing relevant could 
be found in a study of the health of the 
families of these cases. No history of liver 
disease was noted. 

Health during present pregnancy. Until 
the terminal events leading up to death of 
the patient there was nothing of significance 
in the history of patients in group 1 during 
pregnancy. All appeared to be healthy. 
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One case in group 2 had symptoms of pre- 
eclamptic toxaemia. In group 3 7 patients 
(41 per cent) had pre-eclamptic toxaemia 
anda further 3 (17.6 percent) suffered from 
late vomiting of pregnancy. Only 3 cases 
(18.75 per cent) of group 4 had pre-eclamp- 
tic toxaemia, while in group 5 there were 5 
cases (41.6 per cent), and in addition 1 
patient had vomiting and slight jaundice of 
unknown origin for 2 days antepartum. 

The majority of patients were therefore 
healthy throughout pregnancy and there is 
no apparent relationship between toxaemia 
or other illness and the occurrence of hepatic 
necrosis in obstetric shock. More detailed 
analysis of the cases, however, has revealed 
the importance of toxaemia in this respect 
and this will be considered at length later 
in our communication. 


Duration of pregnancy. Premature 
labour occurred in 3 cases in group I, I case 
in group 2, 7 cases in group 3, 8 cases in 
group 4, and I case in group 5. The dura- 
tion of pregnancy therefore did not appear 
to bear any relationship to the occurrence 
or severity of the hepatic lesions. 

Duration of labour. As recommended 
by the Royal College of Obstetricians and 
Gynaecologists (1948) 48 hours was taken 
as the limit of duration of normal labour. 
According to this standard prolonged labour 
occurred in 3 cases in group I, I case in 
group 3, 3 cases in group 4, and I case in 
group 5. Precipitate delivery with labour 
of less than 30 minutes duration 
occurred in I case in group I and I case in 
group 4. Labour had not commenced in 1 
case in group I, I case in group 2, and 2 
cases in group 4. 

From these figures it is apparent that 
labour is not a factor in the aetiology of the 
hepatic lesions and its duration had no 
effect on their severity. 


Mode of delivery. The various methods 
of delivery are given in Table II. From 
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this it will be seen that in all groups except 
number 4, delivery was most commonly 
spontaneous. In group 4 instrumental 
delivery was the commonest method but the 
difference could not be considered signifi- 
cant. If groups 4 and 5 are taken together, 
however, it will be seen that in 50 per cent 
of the patients interference was necessary 
and it may be important in individual cases 
in that it would be conducive to shock-like 
conditions. 


Taste Il 


Undelivered 
>pontaneous 
Instrumental! 
Caesarean 
Hysterectomy 


sec on 


Group 
Group 
(,roup 
Group 
Group 


A variety of anaesthetics 
were employed in these cases but the most 


Anaesthetics. 


commonly used were a combination of 
nitrous oxide, oxygen, and ether, or 
chlorotorm. Nitrovs oxide, oxygen and 
ether were administered in 3 cases (23.08 
per cent) in group I, I case (5.8 per cent) in 
group 3, 4 cases (25 percent) in group 4 and 
I case (3.33 per cent) in group 5. 

Chloroform was used in 3 cases (23.08 
per cent) in group I, 5 cases (100 per cent) 
in group 2, 3. cases (17.65 per cent) in group 
3, } cases (18.75 per cent) in group 4 and 
2 cases (16.66 per cent) in group §. 

Cyclopropane was used in I case in group 
j and I case in group 5. Nitrous oxide, 
oxygen and trilene in I case in group 4, and 
I case in group 5. Vinesthene and ether 
in I case in group 5 and pentothal in 1 case 
in group §. 

The significance of chloroform anaesthe 
sia in all the cases in group 2 is difficult to 
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determine as the number of cases (5) was 
thought to be insufficient to come to a 
definite conclusion. The lesions produced 
in the liver by chloroform have aroused 
much controversy by their varying appear- 
ances, and many authors are of the opinion 
that the changes cannot be distinguished 
from those produced by anoxia (Gold- 
schmidt, Ravdin and Lucke, 1937). 

It is possible that the vacuolar changes 
in the central cells of the liver were due to 
chloroform but anoxia cannot be excluded 
as a contributory cause at least. 

Conditions causing shock. Where there 
was more than one cause for the production 
of shock the cause which was considered 
most important has been given in Table III. 

Ill 


|Group 1 


Kupture of uterus 
Retained placenta and 
postpartum haemor 

rhage 
Dystoc ia 
Inversion of uterus 
Placenta praevia 
Caesarean section 
Caesarean section and 
hysterectomy 
\cenlental haemorrhage 


It will be seen that haemorrhage in some 
form or other was the most common single 
cause and an even more significant feature 
in this analysis was the occurrence of 
accidental haemorrhage in groups 3, 4 and 
5, and the absence in every case in Groups 
tand2. This can be explained by the fact 
that accidental haemorrhage is almost 
always associated with pre-eclamptic 
toxaemia although this diagnosis could not 
be confirmed in all the cases in this series 
owing to a lack of antenatal care. 

Severity of shock. Unfortunately it was 
difficult to estimate the severity of the shock 
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as blood-pressure recordings had not been 
made in all cases during the stage of shock. 

The blood-pressure was recorded in 7 
cases in group 3 and was greater than 
go/60 mm. Hg in all but one case. In 
group 4 the blood-pressure had been re- 
corded in 6 cases and was 90/60 mm. Hg 
or less in all these cases. The blood-pres- 
sure had been recorded in 4 cases in group 
5 and all were below go/60 mm. Hg except 
one with a blood-pressure of 100/70 
mm. Hg. It should be noted that this 
patient with the relatively high blood- 
pressure had oedema and albuminuria, and 
it is possible that there was an associated 
hypertension before the occurrence of shock 
so that the fall in the blood-pressure may 
have been marked. 


Duration of shock. It is always difficult 
to assess accurately when a patient can be 
said to have recovered from the shock state 
and the assessment will obviously vary with 
the observer. Our scale is purely arbitrary 
and depends upon signs and symptoms of 
clinical improvement. The details are 
given in Table IV. 


Tasie IV 


Duration of shock in hours 

o-2 2-4 4-8 8-16 16-32 

Group 1 
Group 2 
Group 3 
Group 4 
Group 5 


2 2 


1 6 


4 
6 


There is a rough correlation between the 
duration of shock and the incidence and 
severity of hepatic lesions. This correla- 
tion is even more significant when the dura- 
tion of shock and the blood-pressure levels 
recorded in the previous paragraph are con- 
sidered together. 

Survival time. The time of survival in 
the various groups is given in Table V. 

Several conclusions may be made from 
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Tasie V. 


O3 47 S11 12-24 25-48 48+ 


Hours 

Group 1 
Group 2 
Group 3 
Group 4 
Group 5 


this survey. It can be seen that necrosis of 
the liver only develops after several hours. 
Secondly, cases which survived for a longer 
period and presumably therefore had a 
lesser degree of shock also showed necrosis 
of the liver, but the majority of cases with 
hepatic necrosis succumbed during the first 
24 hours. It seems probable that the 
necrosis is related to events occurring within 
a relatively short space of time. On the 
basis of experimental work (Frank, Selig- 
man and Fine, 1946), it is just possible too 
that some of those cases surviving longest 
might have survived altogether if the liver 
had remained intact. Itis evident also that 
the degree of shock is not sufficient to 
account for the necrosis in all cases. 


Transfusion. The majority of cases in 
the series received transfusions of blood or 
plasma or both. In all of these proper cross- 
matching was carried out and there was no 
suggestion of incompatibility. 

Intravenous therapy did not seem to 
bear any relationship to the occurrence of 
hepatic necrosis, but it was noted that, in 
general, those cases showing hepatic necro- 
sis did not receive a blood transfusion until 
several hours after the onset of shock. 

Drugs. As most of the cases had associ- 


ated blood loss oxytocics were frequently 
used. Ergometrine and extract of posterior 


Taare VI. 


Group I 


Ergometrine 3 
Posterior pituitary extract 5 


4 7 2 
3 i 1 - 
5 9 1 I 1 
1 4 3 4 4 
4 I 4 3 
4 
2 8 11 9 
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pituitary were those employed either singly 
or in combination, 

Strychnine was also given to one case in 
group §. Although, at first sight there is 
no relationship between either ergometrine 
or posterior pituitary extract and the 
occurrence of liver necrosis, a detailed 
scrutiny of the case histories showed that 
such a relationship might possibly exist 
This will be discussed later. 


Biochemical inveshigation. Only 4 cases 
had a fairly complete biochemical investi- 
gation. In 3 of these blood was withdrawn 
during the phase of shock before any form 
of treatment had been given. The results 
of this are recorded in Table VII. 


Tassie VII 

(ase i 
Haematocrit 14.0 
Haemoglobin 35% 
6 
45.0 
acid fo 


Blood urea 
Blood 
Blood creatinine 
Blood uri 
Plasma amino 
wul nrtrogen 


Case 1 had a group 3 type of liver lesion 
and in addition a patchy renal cortical 
This case was followed up to the 
The results are 


necrosis 
time of death 6 days later 
viven in Table VIII 


Taste VIII 


Case 
Days 2 ; 4 5 


Haematox rit 
Haemoglobr 5-02. 4.48 


y.0 14.0 12.0 
4-28. 4.08 
125.5 150.0 
77 33.76 


10.45 
4-48 
0 


1.4 
4.48 
Urea 44.0 68 0 
N.P.N 29.4 


Creatinine 0.06 


67.4 61.7 
1.48 
oO 45 10.7 


1.75 1.77 2.2 
Uri« 15.8 20.1 


acul 14 


Amino acid 
mtrogen 
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Case 2 had a group 4 hepatic lesion while 
case 3 had a group 5 lesion. Both of these 
patients died within 24 hours following the 
onset of shock. Case 4 also had a group 
5 hepatic lesion but this patient survived for 
13 days and developed marked uraemia. 
At postmortem a peculiar type of renal 
tubular lesion was found. This case is 
being reported in detail elsewhere (Govan 
and MacGillivray). On the third day after 
the period of shock the blood urea was 
141.6 per roo ml. and this increased to 
210.8 ing. per 100 ml. on the eleventh day. 
On the r2zth day the amino acid nitrogen 
was still 13.9 mg. per roo ml. 

The associated renal lesions in these cases 
produced a retention of urea and non- 
protein nitrogen, but the increase in amino- 
acids would tend to suggest some degree of 
liver failure. The normal amino acid nitro- 
gen in pregnant women is given variously 
as 3.5 g. (Bonsnes, 1947), 4.5 mg. + 0.46 
(Farr, MeCarthy and Francis, 1942) and 
4.1 + 1.2 (Cramer and Winnick, 1943). 
There is thus a definite increase in the 
imino-acids in cases 2, 3 and 4, and the 
values are roughly proportional to the 
degree of hepatic damage in all 4 cases. 
Engel, Harrison and Long (1944) have 
shown that the increase of blood amino 
acids during shock results from an increased 
breakdown of protein in the peripheral 
tissues, and that the acids accumulate in the 
blood either because they do not circulate 
through the liver at a sufficiently rapid rate 
or because, with continued anoxia, intrinsic 
damage to the hepatic parenchyma occurs 
and the liver is unable to dispose of them. 
They also found that anoxia of the rat liver 
for more than 45 minutes produced 
irreversible damage to this organ’s ability 
to deal with amino acids. 


DISCUSSION. 
It is obvious that the etiology of these 
hepatic lesions in obstetric shock is not 
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sunple. The more marked degrees of liver 
damage were, in general, associated with 
prolonged shock but this was not so in all 
cases. Similarly, the degree of shock in 
these cases tended to be more severe but, 
again, no constant or direct relationship 
could be demonstrated. The lesions could 
not be attributed to any single factor and a 
combination of factors was _ therefore 
sought. Necrosis of the liver occurs from a 
variety of causes and Himsworth (1947) 
points out that, although there is a broad 
tendency for one type of necrosis to occur 
under certain conditions, identical lesions 
vecur from widely dissimilar causes and 
dissimilar lesions can occur from what is 
apparently the same cause. Himsworth 


has divided the factors which may injure 
the liver into 3 categories, namely, vascu- 
lar, nutritional and toxic. 

According to McMichael (1937), as the 
blood-pressure falls the liver comes to 
depend more and more upon its arterial 


supply, and Blalock and Mason (1936) 
found that constriction of the hepatic artery 
causes a marked diminution of the oxygen 
content of the hepatic venous outflow. 
Contrary to expectation they found that if 
constriction of the artery is maintained for 
some time the portal blood flow, after a 
temporary increase, returns to the pre- 
constriction level. The oxygen supply to 
the liver is therefore greatly diminished 
where vaso-constriction of the hepatic 
artery is prolonged. A similar state of 
affairs will follow upon marked diminution 
of the blood-pressure. Trueta et al. (1947) 
have shown that the initial stages in the 
shock process are characterized by vaso- 
constriction, and, as is well-known, in the 
phase of fully-developed shock there is a 
vascular failure and the blood-pressure 
falls. The effect on the liver will be more 
marked where shock is complicated by 
pre-existing vaso-constriction or where 
vaso-constriction is superadded to the fall 
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in blood-pressure. In our cases showing 
hepatic necrosis there was the association 
of severe shock with either pre-eclamptic 
toxaemia or the administration of posterior 
pituitary extract. For the purpose of this 
analysis an arbitrary time of 5 hours was 
taken as indicative of prolonged shock. 
This time is convenient also since it has 
been shown that necrosis does not develop 
within the first 4 hours. This combination 
of prolonged shock and_pre-eclamptic 
toxaemia or posterior pituitary extract 
occurred in 12 cases (100 per cent) in group 
5, 12 cases (75 per cent) in group 4, 6 cases 
(35.3 per cent ) in group 3, and in none of 
the cases in groups I and 2. Pre-eclamptic 
toxaemia is associated with marked vaso- 
constriction and posterior-pituitary extract 
is used because of its similar action on the 
vessels. Either of these superadded to 
shock will further reduce the blood supply 
to organs, and it seems reasonable to 
suggest that this was the mechanism pro- 
ducing hepatic necrosis in these cases. 

It is not clear what part nutritional 
deficiencies may play in these cases. 
Himsworth and Glynn (1944) described 
hepatic necrosis following upon a dietary 
protein deficiency. King and Ride (1945) 
have produced evidence suggesting that 
there is a relationship between toxaemia of 
pregnancy and deficiency of vitamin B,. 
A possible deficiency of protein may also 
exist, rendering the liver more liable to 
develop necrosis during shock, but this is 
unlikely and it could not play any part in 
these cases who did not have a pre-existing 
toxaemia. 

There remains the possibility of some 
toxic factor produced during shock and 
acting directly upon the liver tissues. 
Evidence has accumulated to show that a 
toxic substance, probably adenosine tri- 
phosphate, is produced in traumatic shock 
(Green, 1943; Bielschowsky and Green, 
1943: Westerfeld et al., 1944). No toxic 
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substance, however, has been demonstrated 
in haemorrhagic shock which was the main 
type in our series. If a toxic factor was at 
work in these cases we would expect to find 
hepatic necrosis in every patient who sur- 
vived for more than 4 hours, whereas it was 
absent in many patients surviving for many 
hours thereafter. A possible exception ts 
the patient who had jaundice for 2 days 
antepartum, but in this case the toxin, if 
any, Was not produced by the shock. 

The importance of these lesions is at least 
twofold. They are an indication that the 
liver may be severly damaged if shock ts 
prolonged and according to Frank, Selig- 
man and Fine (1946) this may be the 
deciding factor in producing irreversibility. 
This is merely another argument for early 
treatment of shock, especially by trans- 
fusions which will increase the blood supply 
to the liver. Also, any factor which may 


further diminish the blood supply to vital 
organs must be prevented or combated. 


Thus it would appear that the use of pituitrin 
is contra-indicated in the later stages of 
shock at least. Finally, evidence has been 
given elsewhere (Govan and MacGillivray) 
that even when the patient survives for a 
considerable number of days, death may 
follow and is directly associated with the 
hepatic In these the 
symptoms are similar to those described by 
many authors under the term hepato-renal 
syndrome. 


damage. 


Cases 


SUMMARY. 

1. Liver lesions in 63 cases of obstetric 
shock have been divided into § groups. 

2. The relationship of the liver lesions 
to the clinical features have been analyzed. 

3. The aetiology and significance of the 
liver lesions have been discussed. 

4. Necrosis of the liver in shock is 
directly related to diminished blood supply 
caused by the fall in blood-pressure and 

o-incidental vaso-constriction. 
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5. The vaso-constriction is accentuated 

in obstetric shock if pre-eclamptic toxaemia 

has been present or posterior pituitary 
extract has been given. 

6. The use of posterior pituitary extract 
would appear to be contraindicated in 
obstetric shock. 

7. The rapid treatment of shock with 
whole blood is advocated to prevent the 
‘‘ irreversible state '’ due to liver necrosis. 
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PRIMARY CARCINOMA OF THE OVARIES CAUSING 
OBSTRUCTED LABOUR 


BY 


DereK FreetTH, M.B., M.R.C.O.G., 


Late Obstetrical and Gynaecological Registrar, North Staffordshire Royat 
Infirmary, Stoke-on-Trent. 


| His paper is intended to report the twenty 
first authentic case of primary ovarian 
malignancy complicating pregnancy, and 
to describe certain teatures of obstructed 
labour due to malignant ovarian tumours 
Primary malignancy of the ovaries 
complicating pregnancy rare. Daro, 
Carey and Zummo (1949) report a case 
and in a review of world literature could tind 
only 19 previous authentic cases, of which 
10 were Carcinomas and 9 sarcomas. Swan 
(1898) reported 3 cases, one case each was 
reported by Danforth (1932) and Greenhill 
(1932), and in 1942 Bossert presented a 
further 14 cases. Included among these 14 
cases are 3 described by Szathmary (1933). 
Chis latter author also claimed to have found 
39 additional cases in the literature but they 
had not been described in detail or con- 
firmed histologically. McKerron (1903) 
states malignancy (primary and secondary) 
is present in 5 per cent of all ovarian 
tumours complicating pregnancy, but does 
not record actual cases proved histologic 
ally or the incidence of primary carcinoma 


Is 


tlone 


Case Kerort. A 2-gravida, aged go, had received 
sntenatal care from her own doctor and had beer 
quite well up to 2 weeks before the onset of pre 
it the 
abdominal pains had developed associated 


attacks of A 


of labour 


mature labour asth wer During this time 


Vaguc 


with occasional vomiting vagrnal 


examination was done after the onset is 


there was dissatisfaction with the progress, and the 


womnan was admitted to the North Staffordshire 
Royal Infirmary on 9th June, 1949, as a case of 
Labour had begun with spon 


taneous rupture of the membranes 6 hours before 


obstructed labour 


admission and strong contractions had occurred at 
frequent intervals ever since 

On examination she was found to be an emaciated 
woman, obviously gravely ill. The cardiovascular 
and respiratory systems were normal, the blood 
pressure 120/70, temperature 98.4°F. and pulse 
95. Abdominal examination showed the uterus to 


be contracting strongly at 3 to 


5 
Each contraction caused very severe abdominal pain 
and the patient cried out for relief to be given. The 
foetus was lying obliquely, the head was freely 


minute intervals 


mobile and with each contraction was forced into 
the pelvic brim only to return between the pains 
to a position in the left iliac fossa. The liver could 
be palpated as being hard and irregular, extending 
for 3 inches (7.5 cm.) below the right costal margrn 

On vaginal examination a firm irregular mass was 
found to be occupying the pelvis. The cervix was 
reached with difficulty displaced high up to the 
left under the symphysis pubis and it was estimated 
three-fourths dilated; the presenting part 


to be 


could not be reached. Pethidine 100 mg. was given 
intravenously and an immediate Caesarean section 
performed. A live boy of 5 pounds 114% ounces 
(2,604 g.) was delivered by the lower segment route 
under gas, oxygen and cyclopropane anaesthesia 
The large bilateral 


ovarian 


uterus was eventrated and 
cysts removed from the pelvis and Pouch 
of Douglas. As the peritoneum was studded with 
new growth and the aortic glands, omentum and 
liver were found to be extensively involved with 
secondary nodules, hysterectomy not per 


The patient died on the day followmg 


was 


formed 


(,76oss ippearance oft the tumours 


Left bv 4 inches (13.3 by rocm.) 
Right 64, by inches (17 by 8.7 cm.) 


Microphotograph showing primary adenocarcinoma of the ovary 
100 
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PRIMARY CARCINOMA OF THE OVARIES 


operation, and permission for a postmortem was 
not obtained. 


Pathological Report 


Dr. A. J. McCall, M.D., M.R.C.P 

Macroscopic examination ; The specimen consists 
of bilateral bosselated tumours, partly solid and 
partly cystic with considerable necrosis. The right 
ovarian tumour is 645, inches by 3%) inches (17 cm. 
by 8.7 cm.), weight 1 pound 5'; ounces (600 g.); 
the left is 5'4 inches by 4 inches (13.3 cm. by 10 
cm.), weight 1 pound 2 ounces (500 g.). (Fig. 1.) 


Microscopic examination: Both ovarian tumours 
show fairly well-differentiated, papillary, columnar- 
cell carcinoma. There is no doubt from the histo- 
logy that the tumours are of ovarian origin. There 
is no recognizable, normal, ovarian tissue in the 
sections. 

This is 
histo 


Placenta: Weight 15" ounces (435 g.). 
not abnormal either 
logically. 


macroscopically or 


COMMENT. 

Primary carcinoma of the ovaries com- 
plicating pregnancy is rare and I can find 
only 5 cases reported in which the preg- 
nancy had advanced sufficiently to give a 
viable child; no previous case can be found 
where obstructed labour occurred and was 
treated by Caesarean section. 

The ratio of ovarian sarcoma to car- 
cinoma is given by Novak (1947) as 
1:40. If the high ratio of sarcoma to 
carcinoma quoted by Daro, Carey and 
Zummo is accepted, it would indicate 
a remarkable tendency for ovarian sar- 
coma to be associated with pregnancy, 
but it seems more likely that some of these 
supposed sarcomas were in fact Kruken- 
berg tumours. Granulosa-ce!l tumours 
have also in the past been mistaken for 
sarcomas, but pregnancy complicating these 


tumours is unlikely as the menstrual cycle 
is generally anovular. 

Holland (1949) and Willis (1934) quote a 
small number of cases of secondary 
metastases in the placenta and foetus where 
the primary growth was not ovarian, but it 
is noteworthy that in spite of the multiple 
intra-abdominal metastases in this case, the 
placenta was normal and the infant not 
involved in the malignant process. 

A vaginal examination is the only method 
of diagnosing ovarian tumours complicat- 
ing pregnancy and indeed every woman 
whether she be primigravid or multigravid 
should have a vaginal examination per- 
formed early in pregnancy as part of her 
antenatal care. 


My thanks are due to Mr. F. W. Duthie, 
F.R.C.S.E., for permission to publish. 
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SODIUM PENTOTHAL ANAESTHESIA FOR BREECH DELIVERY 


BY 


Marie H. Catverey, M.D., M.R.C.O.G., 
Obstetncian at Kingston Hospital and South London Hospital. 


IN his article on the uncomplicated primi- 
gravid breech, Greig (1945) has stated that 
there is a choice of 3 methods of delivery. 
These are: 

1. Spontaneous delivery with minimal 

manual aid. 

2. Breech extraction 

thesia. 

}. Caesarean section. 

I should like to suggest a fourth method, 
a combination of the first 2 methods. 

The indications tor Caesarean section 
appear to vary with the obstetrician but 
when a satisfactory method of vaginal 
delivery has been worked out and practised, 
these indications should be few. 

In many where vaginal de- 
livery has been thought possible, the 
breech may be delivered up to the umbili- 
cus by the patient's own efforts and then 
delay occur trom extended arms; or later, 
difheulty may arise with the aftercoming 
head. By this time the cord has often 
stopped pulsating, and a very limited 
amount of time remains to complete the 
delivery and obtain a_ living child. 
Attempts to bring down the arms may be 
resisted by an unanaesthetized patient and 
may be unsuccessful. If an anaesthetist is 
present, induction may take more than the 
allotted time, with the result that the baby 
is stillborn. The patient may be uncon 
trollable during the induction period and 
this adds to the difficulty of delivery and 
danger to the baby. In order to obviate 
this difficulty it was decided to try a series 
of using Pentothal to 0.5 g. 


with full 


anaes- 


cases, 


coses 


0.3 


intravenously. Damage to the child due to 
the administration of Pentothal was con- 
sidered minimal as the cord has usually 
stopped pulsating by the time the Pentothal 
is given, or will have done so before the bar- 
biturate has had time to reach the foetal 
circulation, which takes 5 minutes or more 
(Dippel et al., 1947). 

This method, of course, requires the 
services of an anaesthetist, and it has been 
found necessary to have the needle of the 
syringe ready in the vein as soon as it has 
been decided to deliver the patient, so that 
everything is ready to give the Pentothal 
when required. Injection of 0.3 to 0.5 g. 
has given adequate relaxation for any 
manipulation. If the anaesthesia has to be 
continued tor any reason, gas and oxygen 
is used. 

When this method of anaesthesia was 
first considered it was planned to have an 
anaesthetist present for all cases of primi- 
gravid breech delivery, but to use Pento- 
thal only when delay occurred with the 
arms or head. In some of these cases of 
delay, forceps were required for the after- 
coming head and the advantages of this 
method of delivery were discovered to be 
so great that forceps are now applied to the 
aftercoming head in all primigravidae. 

Baxter (1949) has shown that in an ex- 
tended breech, if the head remains flexed, 
the diameter of the head passing through the 
pelvis is unlikely to be large enough to cause 
any trouble. This is confirmed by the fact 
that, in many cases of breech presentation, 
the delivery of the head is almost precipi- 
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SODIUM PENTOTHAL ANAESTHESIA FOR BREECH DELIVERY 


tate, and yet some of these babies are 
stillborn and die from intracranial haemor- 
rhage. This is particularly the case with 
some multiparous breech deliveries con- 
ducted by midwives, when no difficulty or 
delay occurs and yet the baby dies in the 
first tew days of life due to haemorrhage 
following a tentorial tear. This is sup- 
ported by Gibberd’s statement (1947) that, 
as a rule, the stillborn foetus is the result 
of too rapid, not too slow, delivery, and the 
temptation to hasten the labour for any but 
the most definite reasons must be resisted. 

It is to control the speed of delivery and 
to maintain flexion of the aftercoming head 
that forceps have been found to be most 
useful. An episiotomy makes the applica- 
tion of the forceps easier and, in my opinion, 
forceps carefully applied will find a place 
even in the delivery of the aftercoming head 
of a premature baby, which, as we know, 
is so prone tocerebral haemorrhage. When 
there is delay in the pelvic cavity due to 
partial extension of the head, forceps are 
again required to avoid undue traction on 
the baby’s jaw and shoulders, as in the 
Mauriceau-Smellie-Veit method, or fracture 
of the cervical spine in attempting to 
deliver by the Burns Marshall technique. 
Extension of the head is very likely to 
follow manipulation to bring down exten- 
ded arms and, much time having been spent 
on this, there is very little left for safe 
delivery of the head. 


METHOD OF DELIVERY 


Labour is allowed to progress in the usual 
manner until the buttocks are distending the 
perineum when the patient is put in the 


lithotomy position. The anaesthetist is 
now ready to give the injection of Pento 
thal. At the same time the perineum is 
infiltrated with 2 per cent novocaine. It 
has been found helpful to tell the patient 
that an anaesthetic will be given as soon as 
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possible and she is asked to co-operate until 
tnen by keeping very still and pushing 
with her pains. An episiotomy is per- 
formed when the breech is actually being 
born as this allows the perineum to be 
stretched as far as possible. The baby is 
delivered up to the umbilicus by the 
patient’s own efforts. The cord is then felt 
and if it is pulsating the patient is asked to 
bear down with the next pain when usually 
the arms are delivered. If the cord has 
stopped pulsating when the baby is born to 
the umbilicus, or there is no advance with 
the next pain due usually to extension of 
the arms, delivery needs to be hastened and 
the Pentothal injection is given and the 
arms are brought down, sometimes by 
Lovset’s manoeuvre. 

If the Pentothal has not already been 
given, it is used for delivery of the head as 
this enables forceps to be applied with 
ease. 

The body and limbs are covered with a 
towel and held up by an assistant and 
Wrigley’s forceps are applied to the after- 
coming head. By traction on the forceps 
the head is brought down so that the mouth 
and nose are visible at the vulva and the 
air passages are cleared. Afterwards the 
rest of the head is delivered very slowly. 
The anaesthetic is continued until the 
episiotomy has been repaired. 

This method of delivery, with Pentothal 
anaesthesia, is illustrated by a series of 21 
consecutive cases. The decision to 
publish the method now, even though the 
complete series is small, was made as a 
result of reading the article by Baxter in 
which he described the difficulty of induc- 
ing anaesthesia quickly when the need 
arose, and he suggested there might be a 
place for Pentothal in such cases. 

The first 3 patients were delivered by 
Burns-Marshall method, but the rest had 
forceps applied to the aftercoming head. 
Eighteen of the women were primigravidae 


‘ 


2% 
and 3 were having a second baby after a 
difficult first confinement. 

The cases were collected from October 
1947 to August 1949, in the Obstetric Unit 
at Kingston Hospital and during this period 
there were 2,512 deliveries in the Depart- 
ment. There were in all 87 breech de- 
liveries (including 16 twin pregnancies) and 
37 of these were primigravidae. The 
incidence of breech delivery is lower than 
average since version is attempted in all 
cases where the breech is found to be 
presenting (excluding twins) and an anaes- 
thetic is given if necessary. Of the 37 
primigravid patients, 7 had twin preg- 
nancies and 2 were delivered by Caesarean 
The Caesarean sections were in a 
patient of 40 years who had been married 
I4 years and had a contracted pelvis, anda 
patient who had had one half of a double 
uterus removed for haematometra, and in 
whom the presenting part failed to en 
gage. Of the remaining 10 patients for 
whom Pentothal was not used, 7 were 
delivered by Burns Marshall technique, 
supervised by other members of the staff, 
1 emergency admission required breech 
extraction resulting in a stillbirth, 1 baby 
was stillborn due to placenta praevia and I 
foetus was macerated. It is obvious that 
this method of anaesthesia is not ideal tor 
twin deliveries, although cases have been 
reported in the American literature where 
Pentothal has been used for breech 
extraction and forceps deliveries, but it is 
questionable whether the second baby could 
be delivered before Pentothal had entered 
the foetal circulation. 

Results. All the babies have breathed 
immediately and have not shown any sign 
of intracranial injury. All have left the 
hospital in a satisfactory condition. 

Intravenous Pentothal anaesthesia does 
not affect uterine contractions and there 
was no postpartum haemorrhage in the 
series, 


sectuion 
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The series of cases, which is unselected, 
is too small to be of any significance 
numerically, but the method used has re- 
moved many of the previous difficulties and 
dangers of breech delivery in this hospital. 

The method is recommended, not only 
tor the primigravid breech, but also for the 
multiparous patients with large babies. 
There is a place for this method in prema- 
ture labour provided that preparations are 
inade beforehand and the patient carefully 
watched so that the obstetrician is called in 
good time. The danger is that a premature 
breech is apt to slip through an undilated 
cervix and delivery up to the head occur 
very quickly, followed by delay due to the 
head being held up by the cervix. An 
anaesthetist at this stage would be invalu- 
able provided that induction was possible. 


SUMMARY. 

(1) A method of breech delivery assisted 
by Pentothal anaesthesia is described and 
illustrated by 21 cases. 

(2) The application of forceps to the after- 
coming head has been found advantageous 
and was used for the last 18 cases of the 


The 


I wish to thank Mr. J. V. O'Sullivan for 
much helpful advice and the Obstetric and 
Anaesthetic Staff at Kingston Hospital for 
their practical help in the production of this 


I also wish to thank the 
Medical Superintendent for permission to 
publish the cases. 


Series of cases. 
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Endometrioma of vulva. 


ENDOMETRIOMA IN THE POSTERIOR HALF OF THE 
LABIUM MAJUS 


BY 


E. W. Kirk, M.D., F.R.C.S., M.R.C.0.G, 


A PREVIOUSLY healthy young woman, aged 
36 years, unmarried, complained in July 
1948 of dysmenorrhoea and menorrhagia of 
recentorigin. She had been for some years 
mentally depressed and anxious whilst 
nursing an old aunt, who died about this 
time. 

In October 1948, she was seen by Miss 
Marjorie Wynne, B.A.O., F.R.C.S.L., 
who noted: “A small cyst in the left 
labium, and on pelvic examination, some 
hardening and enlargement of the uterus 
suggesting a small fibroid.”’ 

In April 1949 the patient was referred to 
me. The dysmenorrhoea and menorrhagia 
had become worse, and there were swelling 
and irritation in the labial nodule at each 
period. It was bluish in colour, and firm 
but yielding in consistence, freely movable 
at its base, but attached to the overlying 
skin, through which it had ulcerated at a 
number of minute points where it bled. An 
enlarged superficial vein ran forwards on 
the labium from the tumour towards the 
mons. The anterior pole of the nodule was 
about the mid-point of the labium, and its 
size was approximately 2 by 1.5 by 1 cm. 
The uterus appeared firm and slightly en- 
larged, especially to its left side, where one 
gained the impression of a swelling continu- 
ous with the uterus and extending between 
the layers of the broad ligament. 

On 6th May, 1949, the labial nodule was 
excised under local anaesthetic at the 
Forest Hospital, Essex; and Dr. John 

G 


Spencer kindly made sections which, on 
account of the interesting histological 
picture presented, we sent to Dr. Emil 
Novak at Johns Hopkins Hospital, Balti- 
more. I hazarded the suggestion that the 
gland epithelium might represent a 
hidradenoma, but Dr. Novak’s report, 
which he has kindly permitted me to quote, 
was as follows: 


‘It does not impress me as a hidradenoma, 
differing from the latter not only in its general 
architecture, but also in the cell characters. The 
absence of the usual stratification of epithelium and 
the absence of any of the myoblasts, which are seen 
m almost all the sweat-gland tumours. . . . In the 
main, the epithelium resembles that of the uterus, 
although in a few places it resembles that of the 
tube, this being a relatively frequent characteristic 
of aberrant endometrium. . . 
tively little of the characteristic stroma, but in 


. There is compara- 


some areas the interglandular tissue suggests very 
strongly an 
although there 3s, 
round cell infiltration 
that this particular nodule represents an 


oedematous endometrial stroma, 
of course, also a good deal of 
It would be my impres- 
sion 
instance of vulvar endometriosis, a relatively rare 
location for ectopic endometrium, although a good 
. The only 
other theoretical possibility which one would per- 


haps think of, would be a Wolffian duct origi, but 


many cases have been observed, 


this is certainly not borne out by the type of 
epithelium seen in these glands.”’ 


Diagnosis. 
accept the labial nodule as being an 
endometrioma (Fig. 1). It may be second- 
ary to endometriosis within the pelvis. 


In view of this report we 
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DISCUSSION. 


[he histogenesis of vulvar endometriosis 
is commonly believed to be from the 
original peritoneal accompaniment of the 
round ligament (canal of Nuck), but the 
ippearance of this tumour so far back in 
the labium would appear more im 
keeping with Halban’s metastatic theory. 
(1924). 

Endometriomata with the 
round ligament have been frequently re- 
corded: intraperitoneally by Sampson 
(1925a), Kelly and Cullen (1g09), Cullen 
(1896), Blair-Bell (1934), Meigs (1934), 
Novak (1947), and others: extraperi- 
toneally in the groin, labium majus, and 
canal by Sampson (1925b), 


to be 


associated 


temoral 


Laroyenne, et al. (1930), Palmer (1925), 
Eden and Lockyer (1935), Kearns (1940), 
and others 

Sampson's implantation (spill) theory is 
only applicable to the intraperitoneal endo- 


metriomata or to those in a hernial sac. 
There was no hernial sac in our case. The 
serosal theory of Meyer appears to become 
less applicable the farther from the perito 
neal cavity the tumour arises. Wolffian 
elements might be drawn down from the 
vicinity of the par-odphoron, and elements 
from the Miillerian duct near the attach- 
ment of the round ligament to the uterus. 
Since the male gubernaculum is attached 
to the base of the scrotum, the terminal 
filaments of the round ligament may theor- 
etically reach as far as the posterior com- 
missure; but that Wolffian or Miillerian 
elements should be responsible for a tumour 
in the posterior half of the labium majus 
seems improbable. Transplantation need 
not be considered in our case, since there 
had been no wound from operation nor con- 
finement in our patient’s history. 

With regard to metastasis, on the other 
hand, there are data which make this a 
possible explanation in our case. There are 
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the intra-pelvic swelling and premenstrual 
pain, associated with menorrhagia of recent 
origin in a woman of 36 years, who had 
not previously suffered in this way. Samp- 
son (1925b) was able to demonstrate 
endometrial emboli in the lumen of broad 
ligament lymphatics; and Goodall (1944) 
also found such emboli in one of his cases. 
Anderson (1940) recorded a case, operated 
on by Bonney, where the endometriosis 
extended across the pelvis from the para- 
cervical area. Our case seems similar to 
this, though in an early stage, and the 
dilated vein on the labium suggests free 
communication with the broad ligament 
and para-cervical venous and lymphatic 
plexuses. 


CONCLUSION. 


A case of endometrioma of the posterior 
half of the labium majus is described. 
Evidence is advanced that the tumour may 
have arisen by metastasis from a more ex- 
tensive endometriosis within the pelvis. 


I would like to thank Dr. Emil Novak for 
his report on our section, Professor James 
Young for helpful advice in my preparation 
of this paper, and Mr. E. V. Willmott, 
F.R.P.S., of the Postgraduate Medical 
School, London, for the photomicrograph. 
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HABITUAL FOETAL DEATH ASSOCIATED WITH RECURRENT 
TOXAEMIA OF PREGNANCY IN DIABETIC PATIENTS 


Y. M. BromBeRG, M.D., 
AND 
R. Toarr, M.D., 
From the Gynaecological and Obstetric Department, Rothschila 
Hadassah Unwersity Hospital, Jerusalem, Israel. 


THERE is relatively little data on the course 
and fate of repeated pregnancies in diabets 
women. The comparative intrequency ot 
repeated pregnancies in such patients seems 
to be due to lowered fertility, to the tendency 
of physicians to discourage pregnancy in 
diabetics (Eastman, 1946), and to the tact 
that diabetes usually occurs towards the 
close of the reproduc tive phase [he ex 
perience acquired, therefore, in the hand 
ling of repeated pregnancies diabety 
mothers is not large enough to provide a 
reasonable basis tor the prognosis of tuture 
pregnancies alter a previous foe tal catas 
trophe 

The most trequent and serious complica 
tions of pregnancy in controlled diabetu 
patients are pregnancy 
foetal death. Although toxaemuia is admuit- 
tedly not itself the direct cause of foetal 
death (Lawrence and Oakley, 1942) both 
conditions often occur in the same patient 
It is, furthermore, ge nerally acknowl dged 
that both conditions are preceded by strik 
ing changes in the hormonal 


toxaemia of and 


balance of 
pregnancy The rise of chononic gonado- 
trophin and premature tall of placental 
precursors either 
of toxaemia or death of the offspring 
(Smith, Smith, and Hurwitz, 1944). These 
seem to point to a common cause 


steroids ire recognized is 


findings 
for both comphcations of pregnancy. 


Amongst 13,000 deliveries, a series Ot 12 
pregnant diabetics was observed in our 
Department over a 10-year period. A 
follow-up was made of 2 patients in whom 
successive pregnancies were complicated by 
toxaemia and resulted in death of offspring. 
These observations seem to suggest that 
toxaemia and foetal death having once 
occurred in a diabetic patient, may tend to 
recur in pregnancies. The 
histories of herewith 


subsequent 
our 2 patients are 
reported 


Case 1. A Jewish woman born in Palestine, aged 
had 
when first seen on 21st July, 1647 


at the 


24 years, suffered from diabetes for 18 years 
She was then 
beginning of the third month of her second 
Her 


chabetes in het 
The diabetes wa 


pregnancy family history did not reveal 
edent or collateral relatives 
discove 


ma and serious acidosis 


intes 


red at the when 


ige ol 6, 
she developed From the 
diabetes was extremely difficult to 


chetetic and 


beginnmeg her 
control and despite msulin treatment 


widosis was a frequent and 


Nevertheless 


with growth and sexual develop 


urrence coma 


developed several time the disease 


did not interfer 
ment and during 


childhood the patient was taller 
than her contemmporanes. (We are indebted to Dr 


Berman, pediatrician of the Hadassah University 
Hosprtal, who kindly supplied us with details of the 
patient's childhood history At the age of 14 she 
showed complete sexual development and thereafter 
mnenstruated regularly. Married at 22 she became 


pregnant soon afterwards 
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First pregnancy (1946). According to data 
obtained from the patient, during the first 7 months 
ot pregnancy her insulin requirement increased 
from 40 to 120 units daily and the urine was never 
sugar free. At the beginning of the eighth month 
signs of toxaemia developed. Her blood-pressure 
rose to 145/95, albumen was present in the urine 
and increased daily. The most striking factor was 
the water retention; gain in weight reaching 
4,000 g. (8 pounds 12 ounces) within a week, while 
considerable generalized oedema appeared. In all 
the patient gained 19 kg. (41 pounds) from the 
beginning of the fourth month to the beginning ot 
the 8th. At the end of the thirty-third week the 
foetal heartbeats ceased and a macerated foetus 
was expelled a week later. In the week which 
preceded delivery the patient lost 10 kg. (22 pounds) 
in weight. The foetus weighed 2,700 g. (6 pounds) 
Following the foetal death, the symptoms of 
toxaemia receded and the patient made an un 
eventful recovery. The daily insulin requirement, 
however, remained higher than before pregnancy, 
namely at the level of So units 

Second pregnancy (1947). The patient was first 
seen at our outpatients’ department when 3 months 
pregnant. Her insulin requirement was then 8o 
units on a diet of 200 g. carbohydrate, 50 g_ protein 
and 60 g. fat 

On admission the fasting blood sugar was 182 mg 
per cent and daily urinary excretion of sugar 72 g 
The CO, 
combining power of plasma was 56 vol. per cent. 


No ketonuria or albuminuria was found. 
Blood-pressure 115/75. Body weight 63 kg. (9 
stones 12 pounds). Nooedema. Eye fundi norma! 
X-ray examination of thorax revealed no patho 
logical findings. Blood group O, Rh positive. The 
diabetes appeared very difficult to control and the 
blood sugar levels were highly variable despite 
fractionated doses of insulin 


tropin and oestrogen 


Chorionic gonado- 
levels taken at 
3-weekly intervals showed normal values 


urinary 


The insulin requirement increased steadily up to 
120 units daily, while the diet was increased to 
250 g. carbohydrate, 100 g. protein, and 8o g. fat 
Slight ketonuria was only occasionally present, 
while the plasma CO, combining power varied from 
46 to 57 vol. per cent. Gain in weight and blood 
pressure readings were normal until the end of the 
30th week. 


As the previous pregnancy had terminated unsuc- 


cessfully with symptoms of toxaemia, it was decided 
as a prophylactic measure to start hormonal treat- 
ment from the twenty-second week. The treat- 
ment with parenteral stilboestrol and progesterone 
followed the scheme recommended by White 
(1946), beginning with Ito mg. progesterone and 
10 mg In the twenty-fourth 
week the daily doses were increased to 15 mg. and, 


stilboestrol daily 


beginning from the twenty-eighth week, to 20 mg. 

By the end of the thirty-second week it was 
found that the chorionic gonadotrophin urinary 
excretion values had risen sharply to 100,000 
K.U./1 liter. At the same time the mcrease in 
weight, which in the previous 2 weeks had been 
slightly higher than normal (1,700 g.), rose sharply, 
totalling 2,400 g. (5 pounds 5 ounces) in the thirty- 
third week. Oedema of the legs was noticed. 
Blood-pressure readings revealed slight increase of 
the systolic pressure and marked increase of the 
diastolic (135/100). No albuminuria was observed. 
Examination of the ocular fundi revealed arterial 
constriction and artero-venous compressions. The 
uric acid blood serum level rose sharply to 6.4 mg 
per cent, while the CO, combining power remained 
At the end of the thirty 
third week the foetal heartbeats ceased. Following 
the foetal death in utero, the body weight dropped 


normal (57 vol. per cent) 


4,500 g. (9 pounds 14 ounces) m 12 days and other 


manifestations of toxaemia receded. A macerated 


foetus weighing 2,800 g. (6 pounds 3 ounces) and 


54 cm. (21 inches) in length, was expelled 20 days 
after intra-uterine death. Postmortem examina 
tion revealed splanchnomegaly with heart, liver and 
spleen particularly enlarged. All foetal tissues 
were oedematous and the abdominal cavity con- 
tained fluid. The placenta was oedematous and 
weighed 980 g. (2 pounds 1 ounce). The patient's 
recovery was uneventful and her insulin require 
ment returned to 80 units daily 

Third pregnancy (1948). Owing to war conditions, 
the patient did not report to our clinic until 26 
weeks pregnant.” Conception occurred 16 weeks 
after the previous stillbirth. On admission the 
patient was on a diet of 220 g. carbohydrate, 70 g 
protein, and 70g. fat. Her insulin requirement was 


120 units daily. Fasting blood sugar varied 


*Owing to war conditions and limited laboratory 
facilities available, part of the laboratory examina- 
tions necessary could not be performed 


: 
4 
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between 200 and 250 mg. per cent. Unne normal 
except for glycosuria which amounted to 45 to 40g 
daily. Blood-pressure 110/70. Body weight 72 
oedema 
hae 
Physical examination 


From the 


kg. (11 stones 5 pounds) No visible 
Ophthalmic 


morrhages in the right eye 


examination revealed punctate 


and X-ray of thorax proved normal 
beginning of the twentieth week of pregnancy the 
patient had started hormonal parenteral treatment 
with a daily 10 mg. of both stilboestrol and proges- 
terone. By the twenty-eighth week this dosage 


had been increased to 20 mg 


For a period of 6 weeks, i.e., until the beginning 
of the thirty-third week, the patient's general con 
dition was satisfactory and the course of pregnancy 
The 


constant at 120 units daily; the body weight in 


uneventful insulin requirement remained 


creased normally by an average of 400 g. (9 pounds) 


weekly, and the blood-pressure remained within 


normal range. Several punctate haemorrhages, 


however, appeared in both ocular fund?. The size 


and X-ray of 


of the uterus increased normally 


abdomen, periormed in the thirty-second week of 


pregnancy did not reveal calcification of the 


uterine vessels Ihe size of the foetus appeared 
larger than is normal at this stave of pregnancy 
Since according to the previous experience the 
thirty-third week was considered to be the critical 
perod of the pregnancy, 


directed to the 


our attention was particu 


larly detection of toxaemia from 


its earliest manifestations. During the first days 


of the thirty-third week toxaemia suddenly de 

The 
(4 pounds 12 ounces) within 3 days without evident 
The 


oedema as well as 


veloped body-weight increased 2,000 g 


signs of oedema ocular fundi, however 


showed distinct venous hyper 


aemia and several new, small haemorrhagic foci 


The 


these which preceded foetal death in the 


inalogy of the present manifestations with 
previous 
pregnancies led us to consider termination of the 
pregnancy at this early date 


X-ray 


larger than is normal at 


Both phy sical and 


examination, which showed a foetal size 


this stage of pregnancy 
supported the decision to Caesarean 
Although bales 


following the onset of toxaemik 


pertorm a 


section delivered prematurely, 


symptoms may be 


of mature appearance, but often die of atelectasis 


and anoxaemia we considered that premature 


delivery in this case represented the « niv chance of 
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procuring a living baby. A low cervical Caesarean 
section was performed under local anaesthesia and 
a living male baby weighing 2,220 g. (4 pounds 13 
ounces) was extracted. Subtotal hysterectomy was 
rendered necessary because of severe uterine atony 
and critical haemorrhage 

The prognosis of the child seemed doubttuil from 
the 


atelectasis and 


first hours of its birth, as symptoms of 
(yanosis, 
teeble 


whining cry persisted despite treatment, and death 


oedema were present 


shallow and irregular breathing, and a 


occurred after 26 hours. Postmortem examination 
revealed severe atelectasis of lungs, hydrocephalus 
externus, oedema of extremities and presence of 
Histological examination 
the 


clear fluid in abdomen 


of uterus showed marked oedema of mvyo- 
changes 
in the 


placenta was oedematous 


metrium and = slight arteriosclerotic 
thickening of the intina 
The 


and weighed &50 g. (1.8 pounds) 


(hyalinosis and 


uterine vessels 


Case 2. A Yemenite woman, born in Palestine, 
was known to have suffered from diabetes since the 
ge of 25 
abortion, when a routine urine test revealed slight 


The disease was discovered following an 
glycosuria. The patient, however, did not follow 
the dietetic treatment then prescribed and did not 
report for medical advice for 10 years. The family 
history did not disclose diabetes among the patient's 
relatives. Preceding the abortion at 4 months, the 
patient had 3 pregnancies producing 
normal offspring. When she came under observa 


normal 
tion she was aged 345 and in the 32nd week of her 


fifth pregnancy 


Fifth pregnancy (1942 When seen the 
patient presented slight glycosuria and a fasting 
No keto 


Blood-pressure 


first 
blood sugar level of 160 mg. per cent 
nuria or albuminuria were found 
O.* Obstetrical examina- 
No treat- 
ment had been prescribed, for the patient did not 
report further until the end of the thirty-eighth 
week, when she was admitted to hospital 


150/100 


Blood group 


tion did not reveal abnormal findings 


During 
the week preceding admission the patient noted 
which seek 


Examination revealed generalized oedema 


considerable oedema caused her to 
advice 
contained 1 


Blood-pressure was 150/100. Urine 


“Rh positive (1948 
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per cent albumen, 1.5 per cent sugar and traces ot 
acetone, while the blood-sugar level was 175 mg 
The fundi 


artero-venous constriction ol 


per cent ocular presented slight 


oedema, moderate 
degree and punctate haemorrhages in the macular 
region of the left eye 
foetal 
tinctly. Shortly 

heartbeats ceased. 

a very considerable diuresis, reaching 3,500 ml. in 


Moderate hydramnios was 
heartbeats were heard dis 
after foetal 
Foetal death was followed by 


present and 


admission, the 


24 hours, while a loss of weight of 8,000 g. (17 
pounds g ounces) and rapid subsiding of the oedema 
Other 
Seven 


were recorded after a period of 4 days. 


toxaemic symptoms disappeared as well. 
days after foetal death the patient was delivered 
of a macerated hydropic foetus weighing 3,200 g. 
(7 pounds 4 ounces), The placenta was enlarged 
and oedematous and weighed goo g. (2 pounds). 
The The 
diabetes required dietetic treatment only and the 
urine 


patient’s recovery was uneventful. 


remained sugar-free on a diet of 180 g. 


carbohydrate, S50 g. protein, and 60 g. fat. 


Sixth pregnancy (1944). The patient became 
pregnant again 2 years after the previous stillbirth. 
rhis time she was under our observation from the 
Her diabetes was not 
aggravated by the gestation and, in spite of a high 
The 
unsuccessful conclusion of the previous pregnancy, 
with its complicating toxaemia, led us to keep the 
patient under constant supervision in order to detect 


third month of pregnancy. 


carbohydrate diet, no insulin was required 


any signs of toxaemia as early as possible. At 
the beginning of the thirty-eighth week symptoms 
of toxaemia, of a similar nature to those observed 
m the former pregnancy, made their appearance, 
Blood- 


pressure reached 150/100 and slight albuminuria 


with oedema once more predominant. 
was present. The blood serum uric acid level rose 
to 5.4 mg Ophthalmic examination 
revealed marked constriction of the retinal arteries 
and slight oedema over the whole of the retina, 
while haemorrhagic foci in both 
fund?. With the appearance of toxaemic symptoms 


the glycosuria rose to 40-60 g. in 24 hours and the 


per cent. 


were present 


fasting blood sugar varied from 145 to 286 mg. per 
cent. Insulin treatment with an initial 30 units 
daily was begun and the patient was put on bed 
rest and salt-free diet. 

Because of the pattern followed by the previous 
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pregnancy, toetal death was considered to be 
impending and immediate abdominal delivery was 
advised but refused by the patient. Foetal death 
occured 4 days later, after which all manifestations 
of toxaemia receded rapidly. As in the previous 
pregnancy, considerable polyuria brought about 
loss of weight and disappearance of oedema. A 
macerated foetus weighing 3,200 g. (7 pounds 1 
ounce), and an oedematous placenta weighing 
950 
the foetal death. 
and was again brought under control by simple 


(2 pounds) were expelled 8 days after 
The maternal diabetes improved 


dietetic measures 


DISCUSSION, 

The observations reported of 5 unsuccess- 
ful pregnancies in 2 diabetic women seem to 
point to the existence of a morbid entity, 
complicating pregnancy in diabetics and 
consisting of habitual foetal death associated 
with recurrent toxaemia. It should be 
noted that the high incidence of pre- 
eclamptic toxaemia in diabetic patients and 
of foetal loss due to abortion, intra-uterine 
and pre-natal death, is well known. The 
purpose of the present paper, however, is 
to stress the repeated and concomitant 
occurrence of foetal death and toxaemic 
symptoms, with striking changes in the 
water balance, in the same diabetic patient. 

In our 2 patients the sequence of events 
repeated itself with impressive similarity in 
each pregnancy according to the following 
pattern. At the same stage of pregnancy— 
in the first case at the thirty-third week, in 
3, subsequent pregnancies; in the second 
case at the thirty-eighth week, in 2 subse- 
quent pregnancies—water retention set in 
suddenly, manifesting itself by excessive 
gain in weight, generalized oedema and 
oedema of ocular fundi. Other symptoms 
of toxaemia (hypertension, albuminuria) 
were constantly mild. In every case foetal 
intra-uterine death occurred approximately 
4 week after the onset of water retention. 
Following foetal death profuse diuresis 
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associated with quick recession of oedema 
and other toxaemic symptoms was 
served. The expulsion of a hydropic, 
macerated foetus and an enlarged oedenia 
tous plac enta closed the se quence ot events 
In one pregnancy only hormonal imbalance 
was shown and this prior to the onset of 
clinical symptoms of toxaemia. Thus hor- 
monal imbalance could be considered the 
first link in the chain ot events leading to 
toetal death 


ob- 


It should be pointed out that in the light 
oft our the severity of the 
diabetes or toxaermia did not directly in 
fluence the causation of foetal death. In the 
first case the diabetes, though severe, Was 
correctly controlled; 
which might have been considered as a 
foetal death, was not present. 
Diabetes in the second case was particularly 
mild. Toxaemic manifestations were mild 
in all pregnancies, for hypertension and 
slbuminuria were either very moderate 
or altogether absent. On the other hand, in 
ill cases observed, a considerable degree ot 
water retention proved the constant and 
ilmost only salient feature. It is note 
worthy that in both the maternal 
diabetes was of long duration, namely 1& 
vears in the first case and 10 years at least 
in the 


observations 


moreover acidosis, 


cause of 


set ond 


It is established that vascular 
changes of varying degree inevitably occur 
in patients suffering from diabetes of long 
standing (Dolger, 1647), and that vascular 
changes in pregnant diabetics seem to pre 
dispose to foetal death probably through 
impaired blood supply to the uterus and tts 
contents (Eastman Dexter 
Weiss, 1041) therefore, be 
emphasized that in our cases the repeated 
foetal catastrophes occurred 
ditions obtained standing dia 
with vascular (haemorrhagi 
retinopathy ) and water retention of con 


now 


ind 


WW he n 2 con 


lon 


dama t 
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siderable degree as the chief symptom ot 
otherwise mild toxaemia of pregnancy. 

The prognostic significance of water 
retention emerges distinctly from the 
analysis ot the cases reported above. The 
profound disturbance of water balance 
which characterizes the pregnancies and 
was shared by mother, foetus and placenta, 
and the striking recession of maternal 
oedema following immediately upon the 
foetal death, seem to indicate a placental 
tactor as the direct or indirect cause of water 
retention (Dexter and Weiss, 1941; Smith 
and Smith, 1rg48). The vascular damage 
leading to abnormal placental function and 
foetal death through impaired blood supply 
is hardly likely to improve with subsequent 
pregnancies. Water retention and subse- 
quent foetal death in a pregnant diabetic 
with signs of vascular damage should there- 
fore be considered a bad omen for future 
pregnancies, 

The question arises whether the chain of 
events leading to foetal death may be dis- 
rupted by therapeutic measures, Le., 
hormonal treatment with oestrogens and 
progesterone, or by early termination of 
pregnancy. Hormonal treatment proved 
ineffective in 2 pregnancies of our first 
Early termination of pregnancy by 
Caesarean section seems inadvisable after 
the onset of water retention, since the pre- 
mature foetus will already be seriously 
injured and has little chance of survival. 
We believe that diabetic patients of long- 
standing, with signs of vascular damage, 
who have already delivered a macerated 
foetus following toxaemia should, instead, 
be discouraged trom conceiving. 


Case. 


SUMMARY. 


Two patients suffering from long-standing 
diabetes were observed in the course of 3 
and 2 subsequent pregnancies complicated 


by toxaemia 
the 


ind foetal death recurring at 


same: stage of pregnancy. These 
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observations seem to indicate a morbid 
entity resulting in habitual foetal death im 
utero and recurrent toxaemia, which com- 
plicates the pregnancies of long-standing 
diabetics showing signs of vascular damage. 
Water retention was the only outstanding 
clinical feature of toxaemia and dis- 
appeared rapidly atter foetal death. The 
disturbance of water metabolism affected 
mother, placenta and foetus alike. Vascu- 
lar damage leading to impaired blood 
supply to the uterus and its contents seems 
to explain both recurrent toxaemia and 
habitual foetal death. Hormonal treat- 
ment with oestrogens and progesterone did 
not alter the sequence of events leading to 
foetal death. The occurrence of water 
retention and foetal death in a pregnant 
diabetic with signs of vascular damage 
should be considered a bad omen for future 
pregnancies, 


. Lawrence, R. D., 
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X-RAY TREATMENT OF PERINEAL INFLAMMATION IN THE 
PUERPERIUM * 


BY 


SZELLO 
The Obstetrical The University, Pécs, Hungary. 


X-KAY treatment is best suited tor inflam 
mation of the skin and subcutaneous tissues. 
These are within easy reach of X-rays and 
are readily observable in the course of treat- 
ment. Ina superficial lesion rapid changes, 
often observed after irradiation do not 
escape our attention, and operative pro 
cedures, if necessary, can be performed 
without delay. In the case of deep infiltra- 
tive processes the onset of suppuration is not 
so easily detected, and may, therefore, elude 
observation. 

In obstetrical clinics acute mastitis fur- 
nishes a good example of the efficiency ot 
X-ray treatment. The very satisfactory 
results obtained an extension of 
X-ray treatment to other conditions, in 
which the superficial location of the intlam- 
matory process furnishes likewise favour 
able conditions for irradiation. Therefor 
X-ray therapy was applied in cases of acute 
perineal infiltration tollowing spontaneous 
rupture or episiotomy. 

In 5 cases X-ray therapy was started 
within the first 24 hours after the appear 
ance of the symptoms and signs, while in 5 
cases it could not be applied sooner than in 
the second 24 hours, and in 2 cases treat- 
ment was begun after symptoms persisted 
for longer than 48 hours. In 5 cases for- 
ceps had been employed in addition to 
episiotomy and suture. In 4 of the 5 cases 


suggest 


Centenary Medical 
it Budape st 


Read at the ingaran 
Week on roth September, ro48 


irradiated within 24 hours and in 3 out ot 
the 4 cases irradiated during the second 24 
hours a single irradiation proved to be 
sufficient, while in the rest a second 
irradiation was necessary. 

The following technique is used: do- 
100 kV., 10 m.a., 3 mm. aluminium filter, 
30 cm, focal-skin distance, 60-100 r. to the 
skin, per dose. Irradiation was directed so 
that the ovaries remained completely out- 
side the range of the direct rays. Care was 
taken to give smaller doses to cases showing 
rapid extension of the inflammatory pro- 
cess. This seems to be important, for a dose 
exceeding the optimal may, instead of in- 
ducing and accelerating absorption of the 
infiltration, lead to suppuration and inhibit 
demarcation. 

Giving this small but adequate dose a 
soon as possible the subjective symptoms, 
perineal erythema and fever improve or 
even disappear within 24 hours. During 
the first hours after irradiation all symptoms 
and signs may increase temporarily; | 
therefore it is advisable to prepare the 
patient for this possibility. Alleviation 
of subjective symptoms is followed by 
objective improvement: infiltration disap- 
pears within a few days. In all patients 
treated within 48 hours the perineal wound 
healed by primary union and no sign of 
secondary infection remained. In 2 patients 
treated later the pathologic changes disap- 
peared within a few days and the dehiscence 
remained only superficial. 
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In another case irradiation was applied to 
an infiltration of the abdominal wall fol- 
lowing Caesarean section, on the roth day, 
with the result that 4 days later the patient 
left the clinic without any signs of suppura- 
tion. Similar good results were obtained 
in a number of cases of secondary infec- 
tion following gynaecological laparotomies. 

Without X-ray treatment, no doubt, the 
sutures would have disrupted in the 


majority of our cases and in a number ot 
them secondary plastic operations would 


247 
have been necessary. It is worth while to 
mention that the duration of hospital care in 
cases receiving X-ray treatment for perineal 
infection was not longer than in the uncom- 
plicated cases. 

Though the number of patients in the 
series is, small, the results appear to us 
satisfactory enough to recommend this form 
of treatment for further trials. It seems to 
be a most potent therapeutical agent, if 
administered in time and in adequate 
dosage. 
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TWO CASES OF SPONTANEOUS INTRAPERITONEAL 
HAEMORRHAGE FROM THE SUPERFICIAL VEINS 
OF A UTERINE FIBROMYOMA 


BY 


Vyvyan Davies, M.D., F.R.CS., 
Gynaecologist, Swansea General Hospital. 


iBROMYOMATA are the commonest type ol 
new growth found in the uterus. It has 
been computed that one out of every 5 
fernales of the human species, of reproduc 

tive age, has uterine fibroids. The 
plications and secondary changes to which 
these tumours are liable, irrespective 
whether they are of ol 
occurrence, all well described 

standard textbooks 


com 


aot 
common rate 
in the 
Mention ts made of 
the possibility that the blood vessels con 
nected with thes be abnor 
malin structure and distribution, rendering 
them liable to rupture, usually result 
of traumatism and, rarely, spontaneously 
Hasskarl (1940) reports the only case in 
the surgical files at the Mayo Clinic, and 
states that, all told, there less than 60 
cases that have been reported, since Rokit 
ansky (1861) first recorded the postmort 1m) 
findings in the case of a girl whe 
as a result of this condition 
Lockyer (19rd) 
haemorrhage trom states that it has 
been recorded by Rokitansky Spencer, 
Bruce Clarke, Stein, Zweitel, 
and Cullen, and that this occurs trom the 
large veins which spread themselves over 
the surface of 
which are habl 
at best, only very thin walls. Attet 
excluding case: the intraperitoneal 
haemorrhage resulted trom rupture of the 
in the pedick 


are 


tumours may 


Age 


had died 


describing internal 


Gsusservio 


and 
ind 


parasith mvyomas, 


to become 
possess, 
whe Tr 
uterine 


vessels ot twisted 


fibroids, Hasskar] was able to include in his 
reVICW ¢ nly 50 cases, Although the greatest 
number of patients belonged, as might be 
expected, to the later reproductive years ot 
life, most of the patients were multiparous 
women. Brunner (1910) collected 19 cases, 
and appears to be one of the few who has 
made the correct pre-operative diagnosis, 
which was made only 4 times in the 50 
eases. Other diagnoses arrived at, apart 
from intraperitoneal haemorrhage, were 
ruptured ectopic pregnancy, torsion of 
pedunculated — fibroid ovarian cyst, 
haemorrhage into a cyst, acute appendi- 
citis, ruptured peptic ulcer, and ruptured 
spleen. 

Considering the high incidence of these 
tumours and their well-known potentialities 
tor grossly disturbing the normal anatomy 
and vascular arrangements of the pelvis it 
rather surprising that such vascular 
cat istrophes have not more frequently 
been report d 


Oo! 


is 


I would theretore like to report 2 cases 
in which severe intraperitoneal haemor- 


rhage resulted trom the spontaneous 
rupture of coronary veins on the surface of 
uterine fibroids and gave rise in each case 
toa surgical emergency.”’ 

Case 1. A single woman, aged 38 years, had the 
had 


; days every 32 days with normal 


menarche at 15 vears of age, since when she 


menstruated for 
loss il d no pain 


it the | 


Ont qth May. 1949, she was sitting 


wdside of her father who 


was a patient at 
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Gorseinon Hospital. As she was about to leave him 
at 4 p.m. she complained of feeling faint and sick, 
and also of generalized abdominal pain She 
looked pale and ill, and the matron, who was called 
to see her, advised that she be put to bed forth 
with at the hospital. Her pulse at the wrist was 
then rapid and thready, but her condition 
unproved soon after she was in bed. A few hours 
later she had further acute pain which she said was 
When 
seen by me at 8.45 p.m. she looked ill and pale, and 
her pulse was rapid and of poor vohime 


now located chiefly in the lower abdomen 


She was 
propped up in bed as she found breathing easier 
in this position. The urinary bladder had been 
recently emptied by catheter, resulting in the 
withdrawal of 2 ounces of urine which showed no 
abnormality by the usual ward tests Her 
abdomen, which had been prepared for operation, 
moved poorly with respiration, and a swelling, 
centrally placed and extending to midway 
between the symphysis pubis and umbilicus was 
plainly visible. Palpation of the abdomen elicited 
generalized tenderness but no ngidity, and con- 
firmed the presence of a hard, very tender, centrally 
placed abdomino-pelvic tumour which was most 
probably a uterine fibroid. The patient, who was 
menstruating at the time, had no previous know 


ledge of the presence of the tumour 


Operation A sub-umbilical mid-line incision 
was made, and as the peritoneum was incised, fré+ 
fluid blood, in quantity, welled out The pelvss 
was explored by hand, and the uterus found to 
be irregularly enlarged by fibroids. The Fallopian 
tubes felt normal, and proved to be so on inspection 
after a further quantity of blood and blood clot had 
been removed. The uterus and fibroids exhibited 
very limited mobility, but were gently levered for 
wards Two large veins were then seen running 
over the posterior surface of the largest fibroid 
These vems converged to form a single trunk, and 
this had ruptured, and was still actively bleeding 
The right ovary was densely adherent to the pelvis, 
due to an endometriomatous cyst which burst as 
it was being freed. The left ovary was enlarged 
and cystic and also adherent. Bilateral salpingo 
obphorectomy and supravaginal hysterectomy was 
carned out. 

The report of a blood examination, done the 
following day, was: red blood corpuscles, 3,850,000, 


white blood corpuscles, 14,000; haemoglobin 55 


per cent; colour index 0.71; blood group O, Rh 
positive. 

The patient had a very smooth convalescence and 
left the hospital fully ambulant on znd June, 1949. 


I am indebted to Dr. A. F. Sladden, 
Pathologist to the Hospital, for the tollow- 
ing report on the specimen: Report No. 
P.A. 4183 ‘‘ Sections from the central area 
of the tumour show characteristic fibro- 
myoma, with no degenerative changes and 
no malignancy.”’ 


Case 2. A 2-para, aged 51 years, had her 
last pregnancy in 1928. She still menstruated 
regularly for 8 days every 21 days and was 
mnepstruating when admitted to Swansea General 
Hospital, at 10.30 p.m. on 8th April, 1945. She 
gave a history of sudden acute abdominal pain 
which started about 7 p.m. in the lower abdomen 
and later moved to the epigastrium and left 
hypochondrium. She was seated in a _ chair, 
having recently had tea, when she first felt 
the pain She felt very faint at the onset 
of the pain, and on many occasions subsequently, 
and had vomited a few times. On examina 
tion her pulse was 104 per minute, and her 
respirations 22 per minute. She was markedly 
overweight and her very fat abdomen was tender 
to palpation generally, but more especially in the 
epigastrium, when she was seen and examined by 
the resident surgical officer, who decided she was 
suffering from a ruptured peptic ulcer and needed 
immediate operation 

Operation 


was made, and when the peritoneum was incised, 


A right upper paramedian incision 


the peritoneal cavity was seen to be full of free 
fluid blood. A careful search of the upper abdomen 
failed to reveal the source of the bleeding, so the 
left hand was inserted downward and located a 
hard uterine tumour. The incision was enlarged 
downwards and the tumour, a uterine fibroid, about 
the size of an 18 weeks’ pregnancy, was delivered 
out of the wound. On the posterior surface of the 
tumour a few large veins were seen, one of which 
had ruptured and was actively bleeding. The 
bleeding was controlled by direct pressure until I 
arrived, Supravaginal hysterectomy and bilateral 
salpingo-o6phorectomy was carried out, and the 


abdomen closed in layers. The patient was given 


i 
3 
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a transfuseon of 2 pints of blood, and made an 


uninterrupted recovery from the operation 


SUMMARY 


1. Sudden increase in intra-abdominal 
pressure is considered to be the usual pre 
cipitating cause, but could not account for 
the accident in either of these two cases. 

2. Increased blood supply to the pelvic 


organs was the probable cause, as both 


these women were menstruating at the time. 

3. The source of the bleeding may not 
be quickly apparent on laparotomy, as the 
vessel, usually a vein, is commonly situated 
on the posterior wall of the tumour. 


j. Supravaginal hysterectomy was the 
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surgica! procedure carried out in the 
majority of the recorded cases, myo- 
mectomy in a few, and, in one case 


simply ligature of the bleeding vessel. 
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CENTRAL PLACENTA PRAEVIA WITH BULGING BAG OF 
MEMBRANES 


BY 


CECILIE GREIG, M.R.C.O.G.., 


Obstetrical and Gynaecological Registrar, St. Mary Abbots Hospital, 
London. 


AT tirst sight it may appear trom this head- 
ing that the writer has forgotten some 


elementary obstetrics. The facts, however, | 


cannot be in doubt, and serve as a reminder 
that obstetrics will always have its surprises. 

I have not been able to find a similar case 
in the literature, and only one case, men- 
tioned by Munro Kerr, with some resemb- 
lance. The case recorded below was seen 
at Lewisham Hospital. 


CLINICAL DETAILS 

On oth May, 1949, at 11 p.m., Mrs. F., age 24, 
was admitted from the district as a case of ante 
partum haemorrhage occurring during the 36th 
week of pregnancy. She had had one previous 
pregnancy and her last menstrual period was on 
3rd September, 1948. The estimated date of 
delivery was on roth June, 1949. 

The patient gave a history of slight, painless 
bleeding on two occasions—on 29th March and 
19th April. On both occasions this followed 
sneezing. She had not had medical advice or any 
antenatal care during her pregnancy 

On admission she complained that she had been 
having weak, irregular abdominal pains for the 
past 2 days which became stronger some hours 
before admission. The midwife who had been 
called in for the first time that morning made a 
vaginal examination and found the cervix not taken 
up or dilated. Uterine contractions were occur- 
ring every 10 minutes. She did 4 more vaginal 
examinations that day, the last being at 9 p.m., 
when, for the first time, she found the cervix dilated 
to 3 fingers and the membranes bulging.’ The 


presenting part could not be felt. There was some 
loss of blood. The foetal heart was heard. A local 
doctor was then called and he ordered the removal 
of the patient to hospital as a case of placenta 
praevia. 

When seen in hospital the patient’s general 
condition was fair; the pulse was 80, the blood 
pressure 110/70, the height of the uterus corre 
sponding to the 36th week. The lie was transverse 
The foetal heart was heard. Uterine contractions 
were strong, every 3 mimutes, but the uterus 
relaxed between contractions and there was no 
tenderness. There was some bleeding. The 
catheter specimen of urine was normal, 

A transfusion of Group O, Rh negative blood 
was set up and at examination under anaesthesia 
{ found a bulging bag of membranes the size of a 
foetal head with the cervix stretched round it and 
fully dilated (reconstructed in Fig. 1). The bag 
was ruptured with a view to bringing down a leg 
and delivering the baby. Normal liquor flooded 
from the bag, which consisted only of amnion. 

[t was then found that one could introduce only 
two fingers into the uterine cavity and that there 
was placenta all round and that a loop of cord had 
prolapsed through the hole (Fig. 2). This unusual 
condition was verified by Dr. J. Karnicki and a 


Caesarean section decided on. A lower segment. 


operation confirmed a central placenta praevia, The 
placenta was inserted all round the lower uterine 
segment, stretching over the internal os. There 
was a hole in the placenta about 114 inches across, 
situated at the level of the internal os (Fig. 3). 

A premature baby weighing 4 pounds was 
delivered alive but died 48 hours later. The 
mother’s recovery was uneventful. 
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Rare though it must be for a bag of mem- 
branes to be found with central placenta 
praevia, the explanation would appear to 
be comparatively simple 

This was probably a case of placenta 
fenestra in which during labour the mem 
brane was driven through the ‘‘ window,’ 
filling with liquor as the process developed 
and producing a tense bag 

Munro Kerr has “It is 
stated that the child has sometimes been 
driven through the placenta; but most of 
such rarities 


said also 


are probably examples ot 


placenta fenestra, which is an occasional 
placental malformation in placenta praevia 
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An example of this occurred in my depart- 
ment recently.” 


I should like to thank Mr. Alistair Gunn, 
F.R.C.S., F.R.C.0.G., and Dr. Jj. 
Karnicki, M.R.C.O.G., for their guidance 
and advice, and Miss M. F. Ellis, clinical 
photographer at Lewisham Hospital, for 
the excellent results achieved in a difficult 
task of photographic reconstruction. 


REFERENCE 
(1937): Operative Obstetrics, 
Bailli¢re, Tindall 


Munro Kerr, J. M 


4th edition and Cox, 


London, p. 713 


Pic. 1 
Keconstructed with the aid of a pessary 
ring to represent the cervix, shows bulg 
ing bag of membrane as it was felt per 
vaginam 


Fic. 2 
Shows the membrane ruptured and_ the 
ord prolapsed through a small opening in 


the placenta with the placenta all round 


, 
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erted to mdicate the size of 


ta through which the bag 


was forced 
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PREGNANCY COMPLICATED BY A MALIGNANT OVARIAN CYST 
BY 
E. Quext, M.D., D.(Obst.)R.C.O.G. 


From the Department of Obstetrics and Gynaecology, Postgraduate 
Medical School of London. 


A 30-year-old primigravida who had been 
married for 6 years, and who had not had 
any previous general or abdominal illness, 
booked at the antenatal clinic in her roth 
week of pregnancy. The routine examina- 
tion was essentially normal except that the 
height of the fundus corresponded to about 
20 weeks’ gestation. She attended the ante- 
natal clinic at regular monthly intervals and 
while the general health remained good, the 
height of the fundus continued to be slightly 
in excess of that expected from her period 
of amenorrhoea. Twin pregnancy or mild 
hydramnios was suspected. 

During the 32nd week of pregnancy (by 
dates) the patient complained of mild back- 
ache when standing. The pain radiated 
around to the right iliac fossa. On abdo- 
minal examination at this time the height of 
the fundus corresponded to 34 or 35 weeks’ 
pregnancy. A single foetus was lying in 
the left occipito-anterior position with the 
head free over the pelvic inlet. Noabnormal 

2xasses could be palpated per abdomen. 
On vaginal examination a _ soft cystic 
tumour about the size of a grapefruit was 
felt to be occupying the right posterior part 
of the pelvis. The tumour was fixed and 
moderately tender and displaced the cervix 
forwards and upwards behind the symphy- 
sis pubis. The examination showed the 
pelvis to be normal in size and shape. A 
diagnosis of a right ovarian cyst was made 
and it was decided that the patient should 
be allowed to go to term and be delivered 


by Caesarean section and the cyst removed 
at the time of delivery. 

She remained well and was admitted to 
hospital during her 39th week. The height 
ot the fundus corresponded to a term preg- 
nancy. The girth at the level ot the 
umbilicus measured 38 inches. The foetus 
was lying in the left occipito-anterior 
position with the head freely mobile above 
the brim of the pelvis. The tumour was not 
palpable on abdominal examination. 


Labour commenced spontaneously the 
day following admission to hospital. <A 
lower segment Caesarean section was per- 
formed and a healthy 6 pound Io ounce 
male child delivered. At operation the 
pouch of Douglas was found to be filled with 
a multiloculated, lobulated cyst 8.5 by 5.5 
by 1.5 inches (21 by 14 by 4 cm.) arising 
from the right ovary. A solid mass 2 inches 
(4.5 cm.) in diameter and 0.8 inches (2 cm.) 
thick could be palpated in the wall of the 
cyst. The left ovary was normal in size 
but showed numerous fine papillomatous 
projections from its surface. A_ right 
ovariotomy was performed followed by a 
subtotal hysterectomy and left salpingo- 
dophorectomy. There was no evidence of 
secondary deposits of tumour tissue. 


Following a good postoperative re- 
covery, the patient received a course of 
X-ray therapy to the pelvis. The child 
remained healthy and showed a normal rate 
of development. 
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Pathologwal report. Sections of the tous growth o.6 by 0.4 by 0.2 inches (1.6 by 
cyst wall and the solid portion showed — 1.1 by 0.6cm.) removed from the left ovary 
the picture of pseudomucinous cystadeno was precisely the same tumour as that on 
carcinoma the right. The sections of the uterus showed 
full-time decidua and myometrium. 


The cells were arranged in a luxuriant 
papillary form around a fine vascular 


stroma. The nuclei were regular in shape 1 would like to thank Professor James 
and mitoses not frequent. The papilloma- Young for his advice and assistance. 
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Obituary 


JOHN CLARENCE WEBSTER 


C.M.G., M.D.(Edin.), LL.D 


We have just received information that 
Professor Clarence Webster died on 16th 
March, at Shediac, New Brunswick, his 
birthplace, at the age of 86. Clarence 
Webster, having graduated B.A. at Mount 
Allison University, New Brunswick, 
thereafter proceeded to Edinburgh where 
he graduated M.B., C.M., with honours, in 
r888. In 1r&o1, after a period of post- 
graduate study on the continent, he 
returned to Edinburgh where he became 
assistant to Sir Alexander Simpson. He 
graduated M.D. in 1891, receiving a gold 
medal for his thesis, and a few years later 
he became a Fellow of the Royal College of 
Physicians of Edinburgh. In 1896 he 
returned to Canada to take up an appoint- 
ment at MeGill University, Montreal, as 
Lecturer in Gynaecology, and 3 years later 
he was appointed to the Chair of Obstetrics 
and Gynaecology at Rush Medical College, 
Chicago. It was here that during a period 
of 20 years he built up for himself a world- 
wide reputation. Clarence Webster was a 
prolific writer and during his period of office 
in Chicago he wrote 2 textbooks on 


F.R.C.P_E 


Obstetrics and Gynaecology, and a mono- 
graph on Human Placentation. 

In 1919, because of failing health, he 
retired from active medical work and he 
returned to New Brunswick where he was 
able to pursue his original research into 
Canadian history, a subject which had long 
been of interest to him. He very soon 
established for himself an important place 
in the cultural life of New Brunswick, and 
of Canada generally, and he carried out 
valuable work as a member, and later as 
Chairman, of the Historic Sites and Monu- 
ments Board of Canada. 

Clarence Webster received many 
honours including the C.M.G., which he 
received in 1935, and honorary degrees in 
the Universities of Edinburgh, Dalhousie, 
Mount Allison, and Cincinnati. Professor 
Clarence Webster leaves a widow and a 
son. His elder son was killed in a flying 
accident in 1931. 

Those of us who were privileged to know 
Clarence Webster will remember him as a 
man of outstanding, even dynamic, per- 
sonality, with a great charm of manner and 
a very fine sense of humour. 
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Obituary 


THOMAS WILSON 


M.D 


PROFESSOR THOMAS WILSON died on 23rd 
March in his 89th year. He was born in 
Ayrshire, but spent his early life in 
Wolverhampton. He received his medical 
education in University College and Hos- 
pital, London, and graduated M.B. in 
r83, and M.D. in He held 
resident posts in a number of London 
Hospitals, served a spell as ship’s doc- 
tor, and in general practice, In 1890 
he returned to Wolverhampton, and was 
appointed honorary gynaecological sur- 
geon at the Royal Hospital. Later he set 
up in consultant practice in Birmingham, 
being made Assistant Obstetric Officer to 
the General Hospital, and was elected in 
1903 to the honorary staff. It was greatly 
owing to his lead that the Birmingham 
Maternity Hospital came into existence in 


1885. 


Ch.M., F.RC.S 


1907, and he remained its senior surgeon 
until he retired in 1922. 

A good and careful surgeon, he built on 
a sound foundation of pathological know- 
ledge; and made important contributions 
to research on uterine cancer and pelvic 
inflammatory disease. 

Krom 1912 he occupied the Chair of 
Obstetrics and Gynaecology in Birming- 
ham University to be succeeded in 1924 by 
Sir Beckwith Whitehouse. 

He was greatly loved by his patients and 
a host of friends and students. 

He married Miss Loxton, and on retire- 
ment from active practice in 1927 Professor 
and Mrs. Wilson went to live near Malvern. 
Mrs. Wilson died in 1947. They had no 
children. 


REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL 
AND GYNAECOLOGICAL SOCIETY 
JUNE 1949 

Mr. S. B. Herd, the President, took the chair 
at a meeting of the Society held in the Royal 
Victoria Infirmary, Newcastle upon Tyne, on 
Friday, 17th June, 1949. 


Mr. H. Harvey Evers described 


A Case OF MELANOMA OF THE CERVIX 

[This case was very briefly described at the 
conference on malignant disease of female genital 
organs held in Newcastle on the rst and 2nd April 
this year. To those members who were present I 
offer an apology for repetition—but the condition 
is of such extreme rarity as to warrant fuller 
presentation to this Society.) 

The patient, M.N., was a spinster age 62, 
recently retired. She presented herself on the 14th 
January this year complaining of slight ‘ pink 
spotting daily for 2 weeks. The menopause had 
occurred 12 years before and was free from any 
complication. Her previous menstrual history was 
quite normal and there was nothing significant in 
her previous medical history 

She was a tall, thin, quite healthy type, looking 
rather younger than her years. General examina- 
tion revealed no abnormality in chest or abdomen. 
The vulva appeared normal on inspection and 
there was no bleeding or discharge to be seen. 
Vaginal examination was impossible, and rectal 
examination revealed nothing abnormal. 

Fuller examination under anaesthesia was carried 
out on the 22nd January and was technically very 
difficult owing to the atrophic vaginal ostium and 
a very long narrow vagina. The cervix was 
visualized with some difficulty, and a vascular 
shallow ulcer was found on the edge of the 
external os in the 7 to 8 o’clock position. No 
pigmentation was noted and no pathology was 
detected in the fornices, though admittedly these 
were very difficult to see clearly. The body of the 
uterus was small and post-menopausal, the cellular 
tissues were free and the whole uterus was mobile. 


A small piece of slightly friable material was taken 
from the edge of the ulcer and a quick report was 
requested. This was rapidly furnished by Dr. 
Schade who reported “‘ Very malignant growth, 
probably melanoma ’’. 

In view of this quite unexpected report the case 
was re-assessed. The chest, X-rayed by Dr. 
Houston, and full ophthalmoscopic examination 
by Mr. Arkle were both negative. Re-examination 
of the patient’s skin surfaces revealed several 
small pigmented moles but none of them showed 
any signs of activity. Neither liver nor lymphatic 
glands showed palpable enlargement. 

The original intention had been in accordance 
with our routine—to give the patient a preliminary 
application of radium and then follow with 
Wertheim’s hysterectomy about 6 weeks later. 
In view of the nature of the growth, however, 
it was decided to proceed with the radical opera- 
tion forthwith and on the 2nd February, 1949, a 
complete Wertheim’s hysterectomy was carried 
out under spinal anaesthesia, 2 pints of blood 
being given during the immediate post-operative 
phase. 

She had a completely uninterrupted convales- 
cence except for some inconvenience from a 
pressure paresis of the radial nerve on the left 
side. Re-examination about 6 weeks ago revealed 
no signs of recurrence. 

With regard to the histology, Dr. Schade will 
deal with this more fully, 

You will note that the upper vagina shows 
deposits and it may be that some of you will 
regard these as the primary growth and the 
condition of the cervix as a secondary extension. 
The vaginal nodules were not visible to me at the 
time of my original examination but I have 
explained that this was unusually difficult. If we 
assume that the cervix was the primary focus, 
only one other case can be traced in the literature. 
Even if we regard the growth as definitely vaginal 
in origin it is still a very rare condition as only 
10 cases have been recorded. 

The specimen is here and will be demonstrated 
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by Dr. Schade, to whom I am very grateful for 
all the help he has given in the case 


Discusswn. Dr. Schade described the patho- 
logical appearances stating that anaplastic pig 
mented cells which were not easily bleached and 
were typical of melanoma were found and that 
he considered the growth was probably a primary 
cervical neoplasm. 

Mr. S. B 
ordinary case and an exceedingly rare cause of 
post-menopausal haemorrhage which he had not 
seen mentioned in the literature 

_ 


of age who developed 43 


Herd thought that it was an extra 


Burke described a patient 45 years 
bluish 
about the size of marbles on the vaginal vault 
These did not affect the cervix but bled readily 
on touching and proved to be melanomata on 
section 


black nodules 


Radium treatment was given as it was 
that 
secondary and the patient had been quite well 


thought these growths were likely to be 
since 
Mr. S. Way that 
generally completely radium resistant, although 
he had seen one case of melanoma in which the 
after 
grow 


stated melanomata were 


patient was quite well 10 years radium 


therapy. Melanomata tended to very 
slowly in the first place but could grow very 
quickly. A case reported in America was quite 
well for 11 years after the radium and then died 
with multiple metastases 


N. A 
case of melanoma in a patient of advanced years 


Professor T Jeffcoate had encountered a 


filling the vagina. It was impossible to give treat 
ment and the patient died 
Mr. & asked if 


wiser to treat a case of supposed melanoma as 


Robinson it would not be 


such without taking a preliminary section 
Mr H the 


undiagnosible ind 


condition 
that the 


Harvey Evers said that 


was macroscopically 


pathological report had come as a surprise. He 


sgreed, however, that there was probable danger 


in cutting into the growth 


Mr. S' Way said that incision of melanoma of 
the leg was looked upon as a bad thing although 


grave mistakes could be made if thes was not 


done. He thought that the prognosis was so hope 
less that the msk was justifiable and suggested 


This 


applied in particular to melanomata affecting the 


complete removal of the growth for biopsy 
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vulva, which was the commonest site in gynaeco- 
logical practice 


Mr. Bryan Williams described 


A Case or Time Ectopic PreGnancy 


He said that up to date between 500 and 600 
cases had been recorded. His patient, 34 years of 
age had had 2 previous normal pregnancies and 
was expecting her baby on the 18th February. On 
the roth January an attempted external version 
for transverse lie was unsuccessful and the uterus 
The foetus was alive. 
a purulent discharge was 
into 
hospital by her own doctor and was then suffering 
from severe abdominal pain. 


tender. 
that 
days later she 


was found to be 
It was noted 


present. A few was sent 
This subsided in a 
few days with rest and she was allowed to return 
home greatly improved. A day later, however, 
foetal movements were felt for the last time and 
she was re-admitted, when X-ray examination 
showed an early Spalding’s sign. The patient was 
now much more comfortable and felt as though 
she pregnant. left lower 
abdominal swelling about the size of a 16 weeks’ 
pregnancy was found and, when a detailed history 
was taken, it was revealed that there had been 
an attack of severe abdominal pain at about 3 
months pregnancy. The possibility of full time 
was and a 


was no longer 


ectopic pregnancy now considered 


hysterogram showed no evidence of pregnancy in 


the 
a problem 


uterus. The treatment of the case presented 
The foetus was known to be dead and 
while early operation carried the risk of consider- 
able vascularity of the parts, late operation carried 
an increased risk of infection. The patient was 
allowed to leave hospital and return for operation 
a month after the death of the foetus. At the time 
of operation meconium-stained omentum presented 
at the abdominal incision, some free meconium- 

fluid present in the 
and a false sac found 
a macerated 


stained was peritoneal 
containing 


amniotic sac 


cavity was 
foetus No 
The swelling palpable in the left lower 
the placenta, but no 
attempt was made to explore or separate it as, 
ifter removal of the foetus, severe haemorrhage 
took place from the omentum. This was con- 
trolled by the use of oxidized cellulose and the 
abdomen The patient had been 
quite fit since the operation and menstruation had 
t normal. She still had a mass the size of a 


was 
present 


abdomen seemed to be 


was closed 


Deen 


|_| 
‘2 
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10 tO 12 weeks pregnancy to the left of the 
uterus, but this was becoming smaller. 

In such a case the diagnosis was comparatively 
easy, if the possible cause was kept in mind. The 
presence of a high transverse lie in a primigravida, 
immobility of the foetus such as was found in 
the case described, the fact that the foetus was 
readily palpable and the occurrence of pain at 3 
months of pregnancy were all suggestive of extra 
The hysterogram was of 
great assistance in making the diagnosis. The 
tume of the operation was of importance and the 
treatment of the placenta also required careful con- 
sideration. He considered that the placenta 
should not be removed unless it could be separated 
He thought it was generally agreed that 
with a living baby temporizing was justifiable 
although immediate operation might be advisable 
if the foetus was dead. In most cases the haemor- 
rhage came from the placental site. It had been 
suggested that the survival of the baby should be 
of secondary consideration owing to the incidence 
of foetal deformities. It had been stated that 
about two-fifths of all babies so delivered showed 
deformities, but in many of these cases the 
deformity was of a minor or even of a trivial 
nature 


uterine pregnancy. 


easily 


Discussion. Mr. S. B. Herd thought that the 
routine examination of all patients in the early 
months of pregnancy might reveal the presence 
of such conditions as extra-uterine pregnancy. 

Mr. T. G 
he had reported to the Society a year ago. The 
first patient who had had her operation 4 years 
ago now had a small palpable pelvic mass, and the 
second patient who had her operation 2'; years 
ago had a sizeable mass. 

Professor Farquhar Murray recalled a case in 
which the uterus at 7 months’ pregnancy was 
the size of a 4 months’ pregnancy and did not 
contain an ovum and a secondary abdominal preg- 
nancy was found attached to the expanded infun- 
dibular portion of the tube. In this case the 
placenta was removed. 

Mr. H. Harvey Evers asked if the sac was 
always up against the abdominal wall as it was 
unusual to get resonance over a uterine pregnancy 
below the umbilicus. 

Mr. T. G. Robinson stated that in both of his 
cases the bowel was above the sac. 


Robinson referred to 2 cases which | 
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E. Stabler said that he had met with 5 


bowel was in front ot 


Mr. F. 
cases in none of which the 
the sac. One had been undiagnosed and a sac 
within a sac, which proved to be a sigmoid colon, 
was opened. His case with a live baby was diag- 
nosed beforehand, having had repeated attacks of 
haemorrhage with faint bouts and _ other 
symptoms. This patient got intestinal obstruc- 
tion and during the course of operation a baby 
was delivered alive with multiple deformities and 
died within a few minutes 


He had seen a case similar to that published in 
America in which severe haemorrhage had 
occurred. The abdomen was reopened and the 
placenta removed. He thought that in most 
cases the placenta was implanted on the splayed- 
out tube and that it was wise to pick up the 
plac enta and see if it lifted up the intestine. If 
not it might be possible to remove it, but the 
placenta should never be separated from firm 
attachments. 


Finally he referred to Mr. Evers’ case in which 
the abdomen had been explored 12 months after 
delivery of extra-uterine twins followed by 
marsupialisation of the sac, when a fibrous track 
had persisted. 

Mr. C. M. Walsh stated that he had seen 4 
such cases described, one complicated by trans- 
verse lie which it had been found impossible to 
correct. The patient had been sent to the final 
examination and was not diagnosed by examiners 
He thought the placenta should be 
left behind. The diagnosis could quite well be 
confused with bicornuate uterus. 

Mr. H. 
occasion 


or students. 


Harvey Evers mentioned that on one 
about 20 years ago 2 secondary 
abdominal babies were alive in the wards at the 
same time, but unfortunately both subsequently 
died 

Mr. Bryan Williams in reply thought that the 
majority of cases could be diagnosed at the time 
of rupture of the tube. When the placenta was 
retained the rate of resorption was slow but the 
mass usually disappeared within a year. He 
thought that the size of the uterus in such cases 
was smaller than would have been expected. 
Pressure deformities of the foetus showed a great 
variation, but the majority were curable. If the 
placenta had a pedicle it could be removed, but 
otherwise he thought it should be left. 


Miss C. M. Grey described 


Tumour ASSOCIATED 
Urerine Bopy 


CASE OF (GARANULOSA CELI 
witH ADENO-ACANTHOMA OF 
the literature of co-incidental 


malignant disease of the corpus uterii and granu- 
losa cell tumour of the ovary I could find no 


In reviewing 


definite reference to an adeno-acanthoma but one 
of the cases reported by Ingraham showed a degree 
the 
thelium of the adeno-carcinoma 

The fairly 


carcinoma of 


of squamous metaplasia of glandular 


frequent association of adeno 
the 
cell and theca cell tumour of the ovary suggests 
that the 
hyperplasia of the endometrium may also have 
Docherty and McCarty in 


1932 reported 30 cases of granulosa cell tumours 


uterine body with granulosa 


excessive secretion of oestrogen causing 


4 carcinogenic action 


with 2 cases of co-incident adeno-carcinoma of 
the uterine body and in 1942 Henderson reported 
21 cases of granulosa cell tumour with 2 cases of 
adeno-carcinoma and 9 theca cell tumours, 3 of 
which had an adeno-carcinoma of the uterine body 
Stohr has reported 3 cases of adeno-carcinoma of 
body associated with a granulosa cell 


Cone 


the uterine 


tumour case occurred before the menopause 
iffected Six 


weeks after operation the endometrium showed 


ind only the ovary was excised 
normal secretory reaction with no hyperplasia or 
evidence of malignancy. 

The case reported today occurred in a married 
woman aged 63 years who had had 9 children 
and 1 miscarriage. The menopause had occurred 
She had 
further vaginal bleeding until July 1948 when she 
for § After this she had 


described as normal periods every month until 


spontaneously at 49 years had no 


lost days what she 
January 1949 when she had a heavy haemorrhage 


which lasted 2 weeks, and then intermittent 
weeks later 

the Out Patients’ 
that it 
tumour 


the 


until 
When 
Department 


losses operation 5 
examined in 
obese 


she was so 


the 


was 
but 
lett 


impossible to palpate ovanan 


there appeared to be some fullness in 


fornix 
She was admitted to Hospital and examined 


under anaesthesia. An irregular, partly cystic, 


partly solid mass, larger than a closed fist, was 


palpated behind and to the left of the uterus in 


the pouch of Douglas. The body of the uterus 


was enlarged and bulky—measuring 3 inches 
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The right appendages appeared 
normal A diagnostic curettage was performed 
when thick profuse scrapings were obtained from 
the anterior wall of the uterus. Macroscopically 
these were not suggestive of malignancy. 
Laparotomy was performed 1o days later. The 
left multilocular tumour, 
yellowish grey in colour, measuring 4 3.52.5 
(10x9x6 The uterus was bulky 
healthy. The right appendages 
appeared normal. No secondary deposits were 
palpable in the liver or para-aortic lymph nodes. 
Total hysterectomy, removing both appendages 
was pertormed. 

The post-operative period was uneventful and, 
when seen at the Follow Up Clinic 6 weeks later, 
the 
evidence of secondary deposits. 


internally 


ovary contained a 


inches cm.) 


but appeared 


patient was very well and there was no 


The pathological report ‘Granulosa cell 
tumour of the and 
the uterine body. 

Dr. Schade has kindly consented to show the 
and I will ask him to 
describe the histology to 


was 


ovary adeno-acanthoma of 


specimen and_ slides 


you 

S. B. Herd asked if the adeno- 
acanthoma was related to a granulosa cell tumour 
He also pointed out that 
had questioned the malignancy of this 


Discussion. Mr 


or an adeno-carcinoma 
Novak 
tumour 
Dr. Schade referred to the fact that squamous 
metaplasia frequently found in 
carcinoma of the body of the uterus 


was cases of 


Mr. S. Madden read a note upon 


CHORIONEPITHELIOMA OF FALLOPIAN 
TusBe 


See article on pages 68-70 of February issur 

Herd thought that had 
this patient come later to the post-mortem room 
the specimen incorrectly 
reported as an uterine chorion- 


THE 


Discussion. Mr. S. B 


would have been 
example of 
epithelioma 

Mr. F. E. Stabler asked if hydatidiform moles 
were ever non-malignant 

Professor Farquhar Murray described a patient 
had irregular enlargement of the uterus 
and bleeding and at operation a plum-coloured 
tumour was found at the right cornu infiltrating 
the broad ligament. The surface tissue broke 


away during the course of the operation and 


who 
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bright red blood containing cysts escaped. Sub- 
total hysterectomy with salpingectomy was 
carned out, after which it was found that the 
uterine wall had been invaded from without from 
chorionepithelioma of the interstitial part of the 
tube 

Mr. C. M. Walsh said that he described a case 
to the Society in 1934 and a previous case had 
been described by Professor Miles Phillips. Had 
there been any other cases diagnosed since then 
they would almost certainly have been reported 
to the Society. 

Mr. E. L. Nicolson thought it might be worth 
while following up all tubal moles. He had seen 
a case of tubal mole with pelvic haematocele 
in which the mole shelled out easily and 
the pathological report shown hydatiditorm 
change. The tube was not removed and the 
Aschheim-Zondek test became negative. 

Dr. R. J. Newton thought that a tube that had 
had an ectopic pregnancy in it should never be 
left. He had seen a fine hydatidiform mole in a 
tube and the patient had been curetted twice 
after her operation with negative findings. The 
patient died suddenly from a ruptured ectopic 
pregnancy but no specimen was obtained. The 
case was probably one of chorionepithelioma. 

Professor T. N. A. Jeffcoate said that as 
Vaughan Jones had pointed out recently there 
were wide conditions and grades of activity in 
hydatidiform moles. The Aschheim-Zondek test 
was of considerable value in assessing the activity 
of a mole of chorionepithelioma but it had been 
found negative in some cases of hydatidiform 
moles. Many moles were dead and practically 
every missed abortion showed hydatidiform 
change. He thought the ideas on the pathology 
of moles were likely to change. A _ persistent 
Aschheim-Zondek test did not necessarily mean 
persistence of the growth or a negative Aschheim- 
Zondek test their absence. The American view 
was that in all cases of moles and chorion- 
epithelioma islets of chorion were found in the 
uterine wall but these were maligant only in 
a small percentage of cases. 

Mr. T. G. Robinson said he had a patient of 
24 years with an obvious mole extending to the 
umbilicus. The Aschheim-Zondek test was nega- 
tive and was, therefore, repeated. The day 
before the report was received she started to pass 
the mole and when it arrived it was negative. 
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Further Aschheim-Zondek tests were taken and 
these were weakly positive, positive and negative. 

Mr. H. Harvey Evers wondered how many 
normal tubal moles removed from tubes were 
examined microscopically. It was not accurate 
to conclude that because few hydatidiform moles 
reported that the condition was not 
common. 

Mr. S. Madden thought that many tumours 
examined at the time of operation may have been 
diagnosed as uterine chorionepitheliomata and 
this many have diminished the number of 
reported tubal cases. He wondered what held 
the chorion in’ check in view of Blair Bell's 
assertion that the chorion was normally a 
malignant tissue and that clinical malignancy 


were 


resulted from hyperplasia of this tissue 


Mr T.G. Robinson read a note upon 


‘* PENICILLIN IN CARCINOMA OF THE CERVIX " 


He dealt with the patient and the tissues in 
the neighbourhood of her cervix rather than with 
the carcinoma with which she was afflicted and 
his references were to the use of penicillin, to 
which the sulpha drugs and streptomycin had 
been added more recently. The estimation of 
the extent of carcinomatous spread into the 
parametric tissues was notoriously difficult. As 
Bonney had pointed out on many occasions 
the fixity of the uterus might be due to 
inflammatory changes in the parametric tissues 
rather than carcinomatous infiltration. A 
carcinoma of the rectum which appeared to be 
fixed and inoperable may become quite mobile 
after a rest of a week or so following colostomy. 

In a recent case, Mrs. S. A., a parous married 
woman of 59 years with a 4 months’ history of 
vaginal haemorrhages due to a squamous cell 
carcinoma of the cervix, the apparent extent of 
the growth had markedly diminished during the 
course of a week's treatment with penicillin and 
sulphadiazine. She had previously had an 
abominal operation for uterine haemorrhage after 
which the menses had ceased. As no account of 
this operation was available it was assumed that 
she had had a sub-total hysterectomy and that 
the case might be one of stump carcinoma. On 
opening the abdomen, however, the uterus was 
intact and its body contained some atrophied 
fibroids. The right tube and ovary and the left 


Jot 


ovary were missing. In the pouch of Douglas the 
bowel was adherent to the posterior uterine wall 
the 


quantity of pus containing a bristle welled up 


and, on dissecting it from uterus, a small 


Further dissection led to the inadvertent opening 
of the bowel and this was sutured immediately 
with one layer of catgut only as it was impossible 
the 
After this Wertheim’'s operation was per 


to oversew owing to the density of scar 
tissue 

formed and the patient had an uneventful con 
valescence, the 


hiith 


her 


penicillin being stopped on the 
day. She was given fluids by mouth after 
the 


infusion 


ward and received no 
Rectal 
owing to the injury to the bowel 


fluid by 


return to intra 
salines were 
The 
the advantages of 
The 
fluid to 
enter the issues is via the upper portion of the 


yenous not given 


giving of 


mouth was one of 


using spinal anaesthesia for these 


natural 


Cases, 
and therefore the best route for 
alimentary tract 

At the Leeds meeting of this Society in 1945-6 
Curne reported a series of 41 Wertheim's opera 
tions without an operative death. In the discus- 
that followed Mr. Robinson mentioned that 
he had performed Wertheim’s operations upon 2 


sion 


patients who had been penicillinized for some days 
before the operation and that he had gained the 
impression that the mobility of the uterus had 
increased following penicillinization 

He first gave penicillin to a case of carcinoma of 
the cervix when he examined a patient with a 
fungating carcinoma under anaesthesia for biopsy 
There was considerable fixity but he decided that, 
provided the intravenous pyelogram and kidney 
function tests were satisfactory, he would open the 
altxiomen with a view to doing a Wertheim's opera 
tion. At the end of the list he had @ painful spot 
over the scapula and 3 days later it developed into 
a carbuncle. He was put to bed and given what 
would be considered today a homeopathic dose for 
a carbuncle, namely 8,000 units 3-hourly. How 
ever, within 24 hours the penicillin had picked up 
the outlying cellulitis and lymphangitis and the 
shoulder had become free of pain on movement. It 
occurred to him that penicillin might similarly 
mop up any inflammatory element in the fixity of 
the uterus of the patient he had examined and he 
asked his house surgeon to put her on penicillin 
This he did and the impression was gained that 
there was considerably increased uterine mobility 
at the time of Wertheim's 


operation and a 
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operation was followed by an unusually smooth 


ind uneventful convalescence. Finally his impres- 
sion was that pre-operative penicillin, and he now 
also gave sulphadiazine and streptomycin, had 
helped to make the surgery safe for the patient 
with carcinoma of the cervix with a mortality little 
or no higher than for pan-hysterectomy, and in 
some cases could change what appeared to be a 
doubtful or seemingly moperable case into an 
operable one. He considered that the surgeon who 
embarked on Wertheim’s operation without having 
ittempted to the tissues 
offered unnecessarily both his patient and his 
technique as potential hostages to sepsis 


sterilize parametric 


Mr. Robinson then showed a specimen from a 
Wertheim hysterectomy performed that morning. 
Ihe patient, a parous widow of 66 had had 4 
months of vaginal haemorrhage. A week ago 
penicillin 500,000 units twice daily were started. 
Three days later a course of sulphadiazine was 
days strepto- 
mycin, one g. twice daily, was added to the 
The streptomycin 
would be stopped after a further 2 days making a 
The penicillin would be con- 
Ihe rationale was first to give 


added to the penicillin and for 2 
penicillin and sulpha drug 


total dosage of 8 g 
tinued for 5 days 

large doses of the relatively non-toxic penicillin, 
then 4 days before operation, add the sulpha drug 
to soften up the coliforms, then 2 days before 
operation the coliforms were hit hard with strepto- 
mycin which would be withdrawn after a total 
dosage of 6 g. The risk of nerve damage was 
with this dosage. 
Patients soon developed a resistance to strepto- 


considered to be negligible 
mycin and it was probably better to give a larger 
a short time rather than a smaller dose 
over a longer period 

In conclusion he felt that insufficient thought 
had been given to the mode of dying from cancer 
of the He had had the opportunity of 
observing the terminal stages of many cases of 
the had formed the 
impression that the mode of dying in cases where 
radiotherapy had failed to cure was accompanied 
by infinitely greater distress and suffering than 
those cases which had had either surgical treat- 
ment or no treatment at all. He, therefore, thought 
that, armed with modern methods of anaesthesia, 
the anticoagulants, the sulpha drugs and anti- 
biotics, there were few cases of carcinoma of the 
cervix which would be considered suitable for 


dose for 


cervix. 


carcinoma of cervix and 
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radiotherapy by virtue of being considered unfit 
for surgery 


Discussion. Mr. S. B. Herd thought there was 
an increased tendency to perform Wertheim’s 
hysterectomy in many centres and he thought that 
any pre-operative treatment which would reduce 
the risk was of great importance 


ever 


He was, how 
surprised at the short time given to pre- 
operative treatment with a view to reducing para- 


metritis. 


Mr. T. G. Robinson replied that the outlying 
cellulitis and lymphangitis had responded in the 
case of his carbuncle to a few days treatment with 
penicillin. 


Mr. S. Way asked if the bacteriology had been 
investigated in these cases. He was of the opinion 
that none of the infecting organisms was penicillin 
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except haemolytic streptococci. The 
cellulitis was due to a stromal reaction to the 
tumour and he was sceptical as to the value of 
these pre-operative measures. Penicillin had been 
used as an adjunct to the removal of dead and 
decayed tissue and pre-operative irradiation had 
uso been tried but this was not without risk. The 
majority of deaths were due to infection with 
organisms not penicillin, sulphonomide or strepto- 
mycin sensitive. 

Mr. T. G. Robinson pointed out that the 
organisms found on the surface of a carcinoma of 
the cervix referred to by Mr. Way were not neces- 
sarily the same organisms found in the cellular 
tissues. With regard to pre-operative radiation it 
appeared that the rays, like rain, fell equally on 
the just and unjust and that subsequent operation 
was through devitalized tissues. 


sensitive 
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BOOK REVIEW 


Fiinfzig Jahre Pathologie in Deutschland.’ Em 
Gedenk buch 50-jihrigen Bestehen det 
Deutschen Pathologischen Gesellschaft (1897 
1947). Fischer, W 
2 plates 
marks 


zum 


, and Gruber, G. B.; pp. 334, 


Georg Thieme. Stuttgart 1949. 33 


We think little of German pathology to-day 
even Virchow’s Archiv, which used to be in the 
place of honour next the issuing desk at the Royal 
Society of Medicine library, has vanished mto a 
distant corridor. Perhaps this is only temporary, 
but it is true enough that, like so much in science, 
pathology has suffered here far more than in most 
countries from the war, and that even before the 
But in 1897, 
when Virchow founded the Gesellschaft, with von 
Recklinghausen, Aschoff, Miiller, Marchand, 
Schmorl, Borch-Hirsehfeld Thoma Chiari, 
Askanazy, Henke, Lubarsch and of other 
pillars of the German 


This 


war a blight seemed to be settling 


1 row 
reference lists beside him 


pathology was by far the best in the world 


account of the first fifty years of the life of the 
society should be a sort of Gétterddmmerung, but 
it is in fact a cheerful and informative, if some- 
what scrappy, record of various aspects of German 
pathology with little attention to what was going 
on elsewhere, except in such matters as a pious 
expression of gratitude that Aschoff did not live to 
see the destruction of his institute! Besides the 
history of the society there are short biographies 
of its presidents, and an exhaustive catalogue of 
pathological departments in the German-speaking 
The latter third of the book contains 
a historical survey of pathology which bears little 
relation to the avowed object of the rest of the 
The book 
as a whole may serve many useful purposes to the 
medical historian, but it is probable that it will 


countries. 


work but has many points of interest 


be read in this country only by that older generation 
of pathologists to whom a year or two in Germany 
was once a necessary part of a good pathological 
is still a sentimental 


education and to whom it 


memory. 
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sot. Outlet Pelvimetry: Results in Measuring the 
Symphysis-biparietal and Sacral-biparietal Diameters 
in 145 Primiparous Women. 
H and B. CHENEY 
Obstet., 89, 67-68, July, 1949 
of manual methods to determine the 
mtours of the bony pelvi outlet ot 
obstretrics, but the interpretation 
regards the dimensions 
senior author has described 
estimating the symphysis 
Ihe former distance 1s that 
which a normal biparietal diameter 
approach the lower edge of the 
syinphysis Phe pelvimeter is desenbed, as il 
the method of its 


The use 
ize and ce 


Surg 
4 rets 


import 
of the finding 
subject to error 


The 


is 


for 
distances 


a pelvimeter 
Inparnietal 
thin 
Lannot 


“ 


is 


use 


In the 145 primiparae studied by the authors, 
the symphysis biparietal and sacro biparietal 
diameter letermined and the relation of 
these measurements to the type of pelvis, to the 
transverse diameter of the mid-plane, and to the 
type of delivery was noted The pelvic classifi 
used includes 4 groups: the dolichopellic, 
mesatipellic, brachypellic, and platypellic types 


wer 


ition 


with its relatively 
narrowed side walls, had relatively narrow 
pelvic arch and relatively longer symphysis 
biparietal and sacral-biparietal diameters These 
diameters in the brachypellic type found te 
be shorter, while in the mesatipellic type they 
occupied a mid-position With transverse 
narrowing of the lower pelvis, both in mid-plane 

id outlet in increased idence of operative 
might expected Of 145 
114 rad i symnphy is-biparietal clis 
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Pelvimetry: A Review of Modern Methods. 
G. MArrLan Med ]. Aust., 2. 874 
Dec. 17, 1949 


A Study of the Variations in the Interpreta 

tion of X-Ray Pelvimetry. 
By A.M. Livrenrecp, E 
Dixon. Human Brol., 21 
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jos. The Radiological Picture of the Uterus in 
Relation to its Function (with Exclusion of Malforma- 
Das Rontgenbild des Uterus im Hinblick aut 
Ausschluss der Missbildungen) .) 

By E. Geburtsh. u. Frauenheilk., 9, 
151-166, Mar. 1949. 4 figs., 3 refs. 

in hysterosalpingography of the normal uterus 
5 to 7 ml. of opaque oil is required to fill the 
cavity This figure somewhat but must 
always be taken into consideration in assessing the 
size of the uterus. Although it is possible to 
distinguish between a nulliparous uterus and one 
that is parous and also hypoplastic, it is often 
very difficult to do so by radiography alone, 

Radiologically, the hypoplastic uterus assumes 
of three forms: (1) a simple triangular form; 
(2) a form with three sides curved convexly 
inwards; (3) a stellate or T-shaped form with a 
distinct waist.’" (1) and (2) are associated 
with the border of fertility. (3) may be 
termed “ transitional type of uterus, 
the bicornuate type. None has a 
filling capacity of more than 3 to 3.5 ml. oil. Of 
women with the first two types, only 1o per cent 
become pregnant, probably because of associated 
blockage of the Fallopian tubes. Where the tubes 
ire patent, pregnancy is definitely possible and 
these uteri may grow to normal size spontaneously 
or with the assistance of hormonal treatment. 
Labour proceeds normally when pregnancy 
occurs and there is greater tendency to 
ibortion. In type (3) the prognosis of pregnancy 

not nearly good. This form of uterus is a 
distinct type and cannot be confused with either 
of the other two types. It may be either normal 
in size or hypoplastic with a filling capacity of 1 
to 4 ml oil. Pregnancy mav in a type 
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(2) uterus of normal] size, and if * does there is 
no dystocia or increased tendency to abortion, 
though any abortion that does occur can be attri- 
buted to the abnomality. Pregnancy never takes 
place in a type (3) uterus. In addition, the uterus 
never appears to grow, even after hormonal treat- 
ment or the lapse of many years. All types and 
vanieties of filling pictures of the cervix may be 
seen, but radiography is of little use diagnosti- 
cally. Acute anteflection of the uterine body is 
frequently seen in association with hypoplasia. 
In this event pregnancy is very rare; if it occurs 
the anteflection disappears during the puer- 
perium. Occasionally in sterile women uteri are 
seen whose filling capacity is more than 10 ml 
This increase in capacity is due to atony of the 
uterine wall and is nearly always associated with 
other conditions such as retroversion 


D. M. Sheppard 


499. Studies of the Intimate Structure of Endo- 
metrial Cells during Menstruation and Pregnancy. 
(Untersuchungen iiber die feinere Plasmastruktur der 
Korpus-schleimhaut wahrend der Menstruation und in 
der Graviditat. ) 

By V. Duprauszky and W. MICHAELIS 
Gyndk., 176, 399-406, 1949. 8 figs., 14 refs 
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By V. Conitt Seera. Rev 


8. 362-365, Sept-Oct. 1949 
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ot. Behaviour of the Endocervix During the Men- 
strual Cycle. (I) comportamento dell'endocervice nel 
corso del ciclo ovarico.) 

By W. Beno.re: and A. CENTARO. 
ostet.-gimec., 20, 272-291, May-June 1949 
22 refs. 

After a review of the relevant literature, the 
1uthors describe their own observations on the 
yclical changes which occur in the normal cervix 
during the menstrual cycle. Biopsy specimens 
of the endometrium and cervical mucosa were 
taken with a Novak biopsy curette from 30 
normal women aged between 2q and 40, 10 being 
taken between the 5th and 15th day of the cycle, 

2 between the 15th and 28th day, and 4 during 
menstruation, while a further series of 2 
specimens were taken at intervals of 15 days 
from each of 4 women. From their histological 
and histochemical examination of these speci- 
mens, the authors find that the endotheliurn in 
the proliferative phase consists of cylindrical cells 
with relatively sparse cytoplasm, and that the 
cells grow in height as the cycle progresses. At 
the beginning of the secretory phase, between the 
18th and 24th day, the nuclei move to the centre 
of the cells and eventually reach the opposite 
side. This is termed inversion of nuclear 
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polarity Dunnog menstruation the cells lining 
the uterine cavity are shed and are regenerated 
im the postmenstrual phase. The _ histological 
picture during the proliferative phase is that of 
small glands with relatively little ramification. 
As the cycle progresses the glands increase in size 
and tortuosity, the cells increase in height, and 
vacuoles appear in the cytoplasm. By mid- 
cycle the glands have reached their maximum 
development and secretion is also maximal. 
During the secretory phase, in addition to the 
inversion of nuclear polarity, there is increased 
chromatophilia in the nuclei. It is possible to 
distinguish the clear, abundant secretion of the 
interval phase from that which is found later in 
the cycle. During menstruation the nuclei of the 
epithelial cells are sometimes extruded. 

The cervical stroma is generally compact and 
relatively poor in cells. As the cycle progresses it 
increases in cellularity and its capillary vascularity 
becomes more intense, while oedema of the stroma 
becomes more marked as menstruation approaches 
and numerous histiocytes are seen in the intra- 
glandular spaces. It ts concluded that the cervical 
mucosa possesses at all times the capacity to secrete 
mucus, although variations occur during the cycle. 
It is suggested that biopsy of the endo-cervix may 
be of value in the investigation of cases of sterility 

Josephine Barnes 
so2. Conditioned Enteroceptive Reflexes from the 
Uterus. In Russian. } 

By V. M. Loris. Akush. Ginek., No. 6, 15-19, 
Nov.-Dec. 1949. 2 figs., 3 refs. 

503. The Complete and the Incomplete Genital 
Cycle. (Vom vollkommenen und unvollkommenen 
Genitalzyklus. ) 

By BESOLD 
41, 1950. 12 refs. 
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504. Vitamin E as a Biological Regulator of Men- 
strual Function. (La vitamina E correctora bioldgica 
de la funcién menstrual.) 

By A. Gomez HaEpo 
8, 421-428, Nov.-Dec. 
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Possible Cause of Variations in Basal Temp- 
erature During the Menstrual Cycle. (Acerca de la 
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basal durante el ciclo menstrual.) 

By A. Atvarez Bravo. Rev. med. Hosp. gen., 
12. 457-403, Aug. 1949. 3 figs., 4 refs. 

506. Studies on Pregnanediol Excretion During the 
Menstrual Cycle. (Untersuchungen uber die Aussche: 
dung des Pregnandiols im Zyklus.) 

L. Z. Geburtsh. Gyndk., 132, 58 
65, 1950. 8 figs., 19 refs 

507. Observations on the Clotting Mechanism in 
Menstruation and Menorrhagia. 
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508 
Luteum. 

By E. O. Hon» and J. M. Rosson. Endo- 
crinology, 44, 536-541, June 1949. 10 refs 

The mechanism by which oestrogens can main- 
tain the activity of the corpus luteum in the 
rabbit in the absence of the pituitary was the 
subject of an experiment carried out in the 
Department of Pharmacology, Guy's Hospital 
Medical School, London. The results are put 
forward as evidence that oestrogens do not act 
directly on the luteal cells but through some 
indirect mechanism 

To determine the dose of oestrogen to be used 
from direct insertion into a corpus luteum, 
ovarietomized mice received injections or im- 
plants and the oestrogenic effect was measured 
by daily vaginal smears. The rabbits were made 
pseudo pregnant by injection of pregnancy-urine 
gonadotrophin Implantation into the corpus 
luteum was carried out with a crystal gun’ 
and was followed later by hypophysectomy 
Both ovaries were examined macroscopically at 
laparotomy and finally postmortem 

If only the implanted corpus 
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It has been accepted for many years that the 
primordial ova are all formed by the time of 
birth The authors, impressed by the work of 
Evans and Swizy ago, have sought to 
obtain further information on the possibility of 
adult human ovary They 
Soo sections of ovaries from 
patients of various ages, approximately 300 being 
and =40 years They found a very 
striking tendency for follicular activity to vary 
with the phase of the menstrual cycle, developing 
follicles numerous just before the 
usual time of ovulation and remaining prominent 
up to the 22nd day. The cortex, in their opinion 
should not be classified as a connective 
it does not show the usual 
Van Gieson or Masson 
muscle 
hybrid tissue of un 
germinal epithelium throug 
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groups of cells growing down into the underlying 
tissue and breaking off to reach the deeper 
cortex. This activity was found particularly 
over the surface of the ovary and the authors 
claim that new ova could be seen in association 
with it They admit, however, that it was 
frequently difficult to differentiate between these 
‘wandering "’ cells and the cells of the cortex, 
owing to similarity of staining reactions. They 
conclude that the theory that new ova continue to 
be developed after birth and into adult life can 
definitely be accepted, and that these ova 
originate, in the main, in the germinal epithelium, 
ulthough an additional cortical origin cannot be 
excluded. Edeen D. M. Wilson 


511. Action of Some Components of the Vitamin 
B Complex on the Guinea-pig Ovary. (Sull’azione 
esplicata da alcuni componenti del complesso vita 
minico B sull’ovario della cavia. ) 

By RK. Canptpo and M. GERLI. 
Ginec., 54, 301-312, May-June 1949 
refs 
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513. Are Follicular Hormone and Lactation Hor- 
mone Peripheral Antagonists? (Sind Follikel- 
und Lactationshormon Antagonisten? ) 

By E. LE&INZINGER 176, 771 

Xo, 1949. © figs., 47 refs. 
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By H. Speerr. Surg. Gynec. Obstet., 89, 551 
559, Nov. 1949 18 figs., 26 refs. 
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Luteal Hormone in Animal Experiments? (Kann de: 
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Hormon im Tierexperiment ersetzen? ) 

By H. Tascn. Z. Geburtsh. Gyndk., 132, 87 
101, 1950. 12 figs., 16 refs 
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of well-being durng pregnancy, freedom from 
any of the recognised complications, spontaneous 
delivery of a live and vigorous child, normal 
involution, and successful lactation. How far 
short of this standard any particular person may 
fall, and why, is very difficult to determine 
accurately. For the nation as a whole, maternal 
mortality rates give a fair index of this efficiency 
However, for a comparison of its variability in 
different social classes the figures would be too 
small for any satisfactory conclusions to be 
drawn, and though the mortality in the first 12 
months of extra-uterine life is a most delicate 
index of living conditions, yet in dealing with 
reproductive performance mortality is less help- 
ful and sometimes it can even be misleading 

Foetal deaths (stillbirths and neonatal deaths) 
are influenced by much the same factors as those 
affecting maternal mortality, and the rates have 
been compared between a group of 876 con- 
secutive primigravidae in a nursing home, a second 
group of 450 in a second nursing home where 
the fees are lower, and a third group of 876 out 
of 3,600 booked primigravidae in the Aberdeen 
Maternity Hospital. Each of these groups was 
further subdivided according to height. The 
women in the hospital group were, on the whole, 
shortest, 26 per cent being under 5 ft. rin. (155 
cm.) tall, Those in the more expensive nursing 
home were the tallest, only 5 per cent being 
under 5 ft. 1 in. in height. The patients were 
further subdivided into age groups, and it was 
found that the foetal mortality was highest in 
the shortest and oldest patients, and _ the 
mortality rate for comparable patients in the 
nursing home and hospital groups was higher in 
the latter. [Assessed by Caesarean section rates, 
results are better in hospital than in private 
practice. } 

The highest standard of reproductive  per- 
formance is attained in the small group of tall 
young women under the age of 25 in social classes 
1 and 2. Further intensive study of small groups 
will be required to investigate the correlation of 
reproductive performance with such factors as 
intelligence, personality, nutrition, family income 
and circumstances, and standards of obstretrical 
care D_ M. Stern 
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522. Radiological Study of Changes in the Sym- 
physis Pubis in Pregnancy and Puerperium. [In 
Russian. 

By L. V. Vantna 
45, May-June 1949 


Akush. Ginek., No. 3, 40- 
4 hgs 

The pelvic joints were examined radiologically 
in 3 groups of 60 women: (1) nulliparae; (2) 
primigravidae; (3) multiparae. In multiparae 
there were three characteristics according to age: 
from 15 to 25 years the surfaces of the symphysis 
pubis are irregular with somewhat indistinct 
edges and a large space; from 26 to 30 years, the 
contours are more distinct and even, the space 
constant but only one-half to one-third as wide; 
from 31 to 40 years the surfaces of the bones are 
smooth and sharply outlined, the space uniformly 
narrow 


In primigravidae up to 25 years old considerable 
changes occur very early. Bone contours are 
quite indistinct and a bright rim appears at the 
edge of the cancellous bone; the space is greatly 
enlarged, particularly in the middle; this altered 
appearance is so characteristic that it may be 
used in diagnosis. These changes increase up to 
the 26th to the 28th week when stabilization 
takes place After confinement in young 
primiparae the process regresses in 3 to 4 weeks. 
If the pregnancy is interrupted during the first 
12 weeks the original state is restored: this never 
happens after a confinement. This fact may be 
utilized to show that there has been a previous 
confinement 


In 7 primigravidae aged 18 to 22 there was 
increased separation of the bones by 1 to 2 em. 
without further change. In primigravidae over 
25 years of age a widening of the space up to the 
28th week was observed, which diminished within 
1 week after birth. In multiparae, under as well 
as over 25 vears of age, there was no transforma- 
tion of the bone tissue but a similar spreading of 
the space which diminished within 1 week after 
birth. In women of 38 years or over no change 
at all was observed 


Physiological changes of the sacro-iliac joints 
were less clearly marked both during growth or 
during pregnancy. The space was merely better 
defined under the age of 25 and narrowed 
progressively until the age of 40. F. A. Jacobs 


523. Modifications during Pregnancy in the Pelvic 
Ligaments. I. Hormonal Factors (Experimental 
Studies on the Symphysis Pubis of the Guinea-pig.) 
(Le modificazioni gravidiche dell’apparato legament- 
oso del bacino. Nota I: Fattori ormonali. (Ricerche 
sperimentali sulla sinfisi pubica della cavia.) ) 

By G. Corucct and B. Satvaport. 
ostet.-ginec., 20, 452-490, Sept.-Oct. 
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The steroids may be divided into two groups 
one group derived from pregnane, the other from 
indrostans a) The pregnane group are corti 
influencing metabolism of minerals 
ind carbohydrates (oxycorticosteroids). (b) The 
indrostane group or 17-ketosteroids may be 
into non-alcoholic and alcohol 17 
alcoholic group is the most 
important y a chromatographic method, 
isolated eight 17 ketosteroids in 
group, the most important being andro 
retioc holanone, ind isoandrosterone 
which are and dehydroandrosterone. The 
17-ketosteroids can be divided into an a group 
soluble in digitoni nd a group precipitated 
by digitonir Chis subdivision is very important, 
both physiologically and pathologically Physio 
logically, these hormones all come from the 
the adrenals male, the group derive 
partly from the but there is no relation 
between their excreti ind testosterone activity 
The role of t7-ketosteroids in the female is not 
well known and there is nothing to show that 
they have a physiological androgenic action in the 
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female These androgenic hormones influence 
growth of the clitoris and development of 
secondary sexual characters; they have an anti 
oestrogen, sometimes progesterone like activity 
Other workers deny the 17-ketosteroids any 
physiological role and consider them simply as 
intermediary metabolites of adrenal hormones, 
either precursors or excretion products of- 11 
corticosteroids There is, however, reason to 
believe that the 17-ketosteroids have an influence 
on nitrogen metabolism 

he authors give a description of the chemical 
method of estimation they employ. The ex- 
cretion of 17-ketosteroids in the female begins at 
puberty (2 mg. every 24 hours) and increases 
gradually to attain its normal value after 2 to 3 
vears There is no variation in excretion during 
the menstrual cycle, as is the case with phenolic 
steroids oestrogens and 
Normally, the 


Il me 


with  pregnanediol 
amount excreted varies from 8 to 
every 24 hours. There is a temporary 
increase after the menarche, followed by a 
definite decrease The authors as a result of 15 
estimations in 12 pregnant patients found no 
variations in excretion due to pregnancy, and 
particularly no increase in the excretion of 17 
ketosteroids in those cases in which a male infant 
was later delivered In 
pr ynancy, 


toxaemia of 
they found a decrease in excretion, as 
also in a pregnant diabetic patient The authors 
believe (as do the Smiths in the Sex 
that the decrease is due to a decrease 
in production of the 17-ketosteroids, and not to 
oliguria 
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541. Animal Experiments with Radio-copper in 
Pregnancy and in the Foetus. (Tierexperimentelle 
Indicatoruntersuchungen mit Radiokupfer in det 
Schwangerschaft und beim Feten.) 
By G. Schupertr, W. MAverer, 
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542. Aschheim-Zondek and Hogben 
Tests Modified and Compared. 

By F. W. LanpGrepe and B. M 
Brit. med. J., 2, 17-18, July 2, 1949. 10 refs 

rhe pregnancy diagnosis station of the Uni- 
versity of Edinburgh uses a modified technique 
for the Aschheim-Zondex and Hogben pregnancy 
tests. This is described in detail. By this means 
evidence has been obtained to show that the 
Hogben test is suitable for routine diagnosis and 
that it is more reliable than the Aschheim- 
Zondek test The accuracy of Aschheim 
Zondek test was increased to 99 per cent in 1948 
Out of 12,567 tests false-negative reactions 
occurred in 0.72 per cent and false-positive in 
0.08 per cent Ihe Hogben test gave 99.65 per 
cent definitely correct results in a total of 5,666 
The incidence of false-negative reactions was 
0.32 per cent and of false-positive 0.03 per cent 
These results were better than those collected 
from the lterature 

The authors confirm the advantages of the 
Hogben test and state that it can be carried out 
at less than ghalf the cost of the Aschheim 
Zondek test D, W. Higson 
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5445. Biological Pregnancy Tests and their Accu- 
racy. The Friedman Test at 24 Hours. (Les tests 
biologiques de la grossesse tidelite Test cle 
Fnedman apres vingt quatre heures.) 

By J. Wopon and J. Hannes 
Gynec 44. 325-333, Nov. 1949 
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544. Biological Method for Early Diagnosis of 
Pregnancy. [In Russian. | 

By M. D. SHetnerMan, B 
D. A. Novirsku. Akush 
Nov.-Dec. 1949. 1 fig 
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545. The Use of English Male Toads in Pregnancy 
Tests. 
By A. KLoprer and H 


FRANK. Lancet, 2. 9- 
11, July 2, 1949. 9 refs 

A preliminary report is submitted from Chase 
Farm Hospital, Enfield, on the use of the 
common English toad, Bufo vulgaris, for the 
diagnosis of pregnancy. Each toad is cathe 
terized by introducing a fine glass pipette into 
the cloaca, and the sample of urine obtained is 
examined under the microscope to confirm the 
absence of spermatozoa. Clean, untreated urine 
collected from the patient at any time of the day 
is injected under the dorsal skin, the volume 
being small (2 ml.) to prevent high mortality of 
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the toads. The toads are isolated in jars and 1, 
2, 3, and 4 hours after injection the urine is again 
examined under the The sperma- 
tozoa are easily recognizable and the result of the 
test can therefore accurately determined A 
positive result may appear as early as 45 minutes 
after the injection and in positive cases sperma 
tozoa are always present in 4 hours 

Of 101 patients tested the results were positive 
in 51, of whom all subsequently proved pregnant, 
and negative in 50, of whom 14 were controls, 
including one male; 28 were later proved tobe 
non-pregnant, and 8 gave false negative results 
Although this was a high incidence, 6 of these 8 
patients were tested within weeks of the first 
missed period The other were tested in the 
y2nd week of pregnancy The authors stress the 
advantages of this test, the foremost being the 
speed with which results can be obtained If, 
with improvement in technique, this test can be 
made as the Aschheim-Zondek test 
then definite value 
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554 Quantitative Determination of Chorionic Gon- 
adotrophin with Kana es ulenta: the Kana esculenta 
Unit La determinazione quantitativa dell'ormone 
gonadotropo coriale con la rana esculenta: l'unita rana 
esculenta (U.R.e.).) 


By E. MARTELLA 
313-326, May-June 1949 
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Clinical Evaluation of the Colour Reaction for 
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554 
Pregnanediol in the Diagnosis of Pregnancy. 


Russian. | 


By S. N. Davipoy Akush. Ginek. No. 


9, May-June 1949 


3, 37 
In 1944 Guterman described the colour reaction 
for pregnanediol. The American autaors who 
tested reaction considered it superior to 
Friedman's reaction as regards simplicity and 
ccuracy. It was also recommended by Appel- 
baum and Olschanetzky in 1947 and in the same 

year by Preobrazhensky and Ordinets 
The authors carried out 133 reactions, 71 in 
ises of normal and 19 in cases of pathological 
pregnancy at various stages. At first Guterman’s 
was used, but later on absolute methyl 


this 


method 
ilcohol was replaced by rectified methyl alcohol 
The more advanced the normal pregnancies were, 
the more positive were the results obtained. At 
early stages (5th to 12th week) when the reaction 
of greatest value, results of 3 out of 18 
inalyses proved incorrect 

Among cases of pathological pregnancy this 
reaction gave negative results in all 4 cases of 
extra-uterine pregnancy with rupture up to 2 
weeks previously; Friedman's reaction, carried 
out in 2 of these cases, gave correct results. In 
of abortion there were positive 
is well as negative ones. Positive results 
obtained in 3 women with hyperemesis 
ravidarum The colour reaction cannot there 
fore be used in the diagnosis of pregnancy in the 
early months 

Guterman’s 
with 


would be 


cases mussed 


results 


about 
(57 I 


statement his experiences 
Friedman's reaction per cent correct 
results) is considered doubtful, for 98 to 99 per 
cent correct results have been reported in the 
world literature and at Figurnof's clinic (out of 
Friedman's reactions). Guterman declared 
further that Friedman's reaction gave incorrect 
results in non-pregnant women; no incorrect 
results of this kind were recorded, however, at 
the Military Medical Academy, Leningrad. The 
iuth therefore with the American 
F. A. Jacobs 
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556. The Value of Urinary Pregnanediol Studies in 
Obstetrics and Gynaecology, and the Use of Guter- 
man’s Method in Clinical and Experimental Work. 
(Il valore della ricerca del pregnandiolo nelle urine in 
ostetricia e ginecologia, e l'impiego del metodo di 
Guterman nel campo clinico e sperimentale.) 

By N. Vactio and A. Pannain. Arch. Ostet 
Ginec., 54. 274-300, May-June 1949 Biblio 
graphy 

557. A Statistical Method for Estimation of Length 
of Pregnancy from Maturity Characteristics of the 
Newborn and its Application in Medico-legal Decisions. 
(Ein statistisches Verfahren zur Berechnung der Trag- 
reit aus den Reifemerkmalen der Neugeborenen und 
Anwendbarkeit bei gutachtlichen Entscheid 
ungen.) 

By H. GarTNER 
1949. 25 refs. 

558. Duration of Pregnancy and Circumference of 
Foetal Head. (Schwangerschaftsdauer und Kopfum- 
des Neugeborenen.) 

By H. HosemMann. Arch. 
452, 1949. 4 figs. 4 refs 


559. Duration of Pregnancy and Placental Weight. 
(Schwangerschaftsdauer und Gewicht der Placenta.) 

By H. HoseMann Arch. Gyndk., 176. 453 
$57, 1949. 2 figs., 12 refs 


560. The Weight of the Placenta and its Relation 
to Infant Weight in Finland. (Beobachtungen uber 
Nachgeburt und dessen Beziehung 
Neugeborenen bei Finnischen 
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Gyndk., 176, 363-380, 
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By H. Pirkanen. Ann. chu 
Suppl. 3, 356-372, 1949. 1 fig., 


561. X-ray Visualization of the Placenta: Exper- 
iences with Soft-tissue and Cystographic Techniques 
in the Diagnosis of Placenta Previa. 

By C. S. Stevenson. Amer. J]. Obstet. Gynec 
58, 15-29, July 1949. 3 figs., 30 refs 

The author has carried out soft-tissue placento- 
graphy on 488 women during the past 3 years at 
the Boston Lying-in Hospital. His method 
differs from the ordinary technique of radiography 
in pregnancy chiefly in that a slightly higher 
voltage and lower exposure time are employed, 
a kVP varying between 75 and 82 and 100 mA 
being used for an exposure time of 1 to 2 seconds. 
the tube-film distance employed is 40 inches 
(r m.) and intensifying screens are used as well 
is the Potter-Bucky grid. The first film is taken 
with the patient lying on her side, the legs 
remaining unflexed at the hips as much as 
possible so that the upper thighs will not overlie 
the lower uterine segment. If this lateral film 
does not show the placenta, then a second is taken 
with the patent lying flat on her back as this will 
allow visualization of all those placentae which 
lie in part or in whole on a lateral wall of the 
uterus. To show the placenta, the film must give 
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an edgewise view of its central vertical axis. If 
plain films give inconclusive results, cystography 
is employed in any case in which radiography 
suggests that a major portion of the placenta 
lies in the lower uterine segment, or in which the 
head is displaced upwards or to one side of its 
usual more or less central position in or above 
the inlet of the pelvic canal. The author injects 
100 to 200 ml, of a 12.5 per cent sodium iodide 
solution into the bladder and takes antero- 
posterior and lateral films. If these should prove 
unsatisiactory, a standing lateral view is taken 
whenever the presenting part is riding too high 
above the bladder. If the sigmoid is filled with 
faeces and obscures the lateral cystogram, the 
faeces are gently flushed out and replaced by air; 
this allows greater definition of the posterior 
half of the lower uterine segment. 

In the author's series of 488 cases, radiological 
visualization of the placenta was not possible in 
14, because the pregnancy was too early to allow 
adequate definition, or because of the presence of 
twins, marked hydramnios, or technical errors. 
In 414 cases (87.3 per cent) the diagnosis of 
“negative for placenta praevia ’’ could be made 
from the original films without difficulty, and in 
the remaining 60 cases a further film or cysto- 
graphy was necessary The author made the 
incorrect positive diagnosis of placenta praevia 
in 6 cases and the more dangerous mistake of 
making a false negative diagnosis in 3 cases, in 
each of which, however, the degree of placenta 
praevia present was only marginal. No incorrect 
diagnosis was made when cystography was used 
in addition. The accuracy achieved by the 
author with this method amounted to 95.3 per 
cent. Of 56 cases of transverse or oblique 
position of the foetus, placenta praevia was 
present in 12 (21.4 per cent). The author stresses 
the following pitfalls: (1) in the plain films, a 
head riding high above the inlet and over-riding 
the symphysis may be caused by a full bladder 
or a recto-sigmoid full of faeces; (2) in the multi- 
parous patient with marked relaxation of the 
abdominal wall, the foetal head will tend to float 
forwards and upwards away from the pelvic inlet 
when the patient is in the lateral decubitus; and 
(3) visualization of the placenta is impossible in 
cases of twins, hydramnios, and normal preg- 
nancy of less than 27 weeks. 
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562. An Abortive Ova. IIT. 
Fertilized Ova in the White Mouse. 

By 5S. PEsSONEN. Ann. chir. gyn. fenn., 38. 
Suppl. 3, 337-352, 1949. 8 figs., 17 refs. 

563. The Vitamin-C Intake of Pregnant Women in 
the Post-war Period. (Ueber die Vitamin-C- 
Versorgung der Schwangeren in der Nachkriegszeit.) 

By W. Neuweirer and A. Hertmann-GERBER. 
Schweiz. med. Wschr., 79, 1214-1216, Dec. 17, 
1949. 3 figs., 9 refs. 
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\o The Effect of Veratrum Viride on the Urine 
Volume, Blood Pressure and Pulse Rate in Normal 
and Toxemic Pregnancy. 

N.S. Assaur, R. W 
(,ARBER Amer. Obstet 
July 1949 11 figs., 17 refs 
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6. The Effect of Toxaemia of Pregnancy upon 
the Foetus and Newborn Child. 
By A. A. Br Arch. Dis 
16, June 1949. ©6 figs., 16 refs 
The author studied the records of all 
infants born of toxaemic mothers in the Simpson 
Memorial Maternity Hospital, Edinburgh, or 
uct within a hours of birth, during the 
years 1942-47, although incomplete and missing 
necessitated the omission of a few 
trom analysis. Controls were obtained by random 
sampling of infants born in the same hospital at 
the time whose mothers had no sign of 
toxaemia of pregnancy, the term being taken to 
nclude eclampsia, pre-eclampsia, hyper- 
tension whether the first time during 
pregnancy previously, of 
ephritis excluded Postmortem reports 
stillborn and neonatal deaths were studied. 
From a comparison of the records of infants of 
toxaemic mothers with those of the controls, the 
drawn certain conclusions: (1) The 
stillbirth and neonatal death rates of infants born 
at term were higher when mothers’ were 
toxaemi thought to be due to greater 
liability from antepartum haemor 
rhage infarction No postmortem 
the 
and neonatal 
were, 
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found Ihe stillbirth death rates 
of premature infants however, slightly 
lower in the toxaemic group than in the non 
toxaemic group (2) There was no greater 
lability in the toxaemic group to neonatal infec- 
tion, and gain weight was as satisfactory in 
both premature and full-time infants as in the 
ontrol group 3) Lactation was less satisfactory 
im the women and affected more 
by mild toxaemia 4) The 
neonatal oedema and albuminuria 
blood pressure during the first 
of life were studied in babies of each 
but no Significant conclusions were 
reached C. G. Nairn 
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Cerebral Blood Flow and Metabolism in 
Toxemias of Pregnancy. 
By M. L. McCau Surg. Gynee 
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74. Significance of Serum Proteins in Eclampsia 
and Pre-eclampsia. (T} quadro proteico nell e« lampsia 
preeclampsia’ suo significato e sua importanza.) 

By G. Anzist. Arch. Ostet. Ginec 54. 
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5. Reciprocal Relations Between Haemocytopo- 
iesis and Protein Formation in Eclampsia. (Sugh 
eventual reciproci Apporti esis stenti tra itopolesi 

protidopoiesi in corso di eclampsia gravidica.) 

By W. and F. Lotro Arch 
Ostet. Ginec 54. 363-380, July Aug 1949 5 
figs. refs 

570. Histological Findings in the Anterior Lobe of 
the Pituitary in Eclampsia. (Hlistologische Befunde 
im Hypophysenvorderlappen bei Eklampsie.) 

By E. SrocK! Z. Geburtsh. Gyndk., 132, 105 
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sso. Ante-partum and Post-partum Haemorrhage. 

By W. K. McInryre Med. |]. Aust., 2, 836 
$39, Dec. 10, 1949. 2 refs 
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By |. A. Harpy Illinois med. 9, 367 
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orrhage. 

By E. A. J 
Dec. 3, 1949 


Brit. med. ]., 2. 73> 


ALMEN1 
1 fig 


sy. The Selective Management of Placenta Previa. 

By R. J. Paatman and A. B. Hunt. Amer J. 
Obstet. Gynec., $7, May 1049 25 refs 

In this paper 134 cases of placenta praevia seen 
it the Mayo Clinic between 191g and 1945 are 
unalyzed The condition occurred in 1.12 per 
ent of all deliveries, and in 5 cases there was 
a second occurrence. Of the patients 51 per cent 
multiparae; 12 per cent had malpresenta- 
per cent twins By Greenhill's 
cent of the placentae were 
lateral, 56 per cent partial, 
ind 20 per cent central. In 8o per cent of patients 
symptoms appeared before term, and in 25 per 
cent before 32 weeks’ gestation 

In severe transfusion and active treat 

nt immediately on admission were the rule 
In less severe cases placentography [method not 
described | and cystography were performed 
When these examinations did not reveal a 
placenta praevia a vaginal examination was 
nevertheless made to find the cause of the 
bleeding. When a placenta praevia was diagnosed 
by placentography method of immediate 
delivery chosen; conservatism was very 
rarely practised. When the radiological diagnosis 
was in doubt a v iginal examination was made 
immediate treatment given In 28 per 
cent of cases the bleeding was minimal and no 
treatment was necessary; 26 per cent were 
treated by Caesarean section and 21 per cent by 
rupture of the membranes alone; the remaining 
25 per cent of cases were treated by various 
combinations of bag introduction, version, and 
ipplication of Willett’s forceps 

The importance of the third stage is empha- 
sized. Nearly half the patients lost more than 
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soo ml. blood in the third stage 12 per cent 
required a manual removal of the placenta, and 
in Ig per cent the was packed after 
exploration for continued bleeding patient 
undergoing hysterectomy Blood was replaced 
early and fully Chemotherapy and antibiotics 
were used prophylactically where there had been 
much vaginal manipulation Only 2 mothers 
died (1.5 per cent from haemorrhage and 
from peritonitis and ileus after classical 
Caesarean the morbidity rate was 20 per 

the foetal mortality rate 23 
cent 
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cent uncorrected 
per 
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differentiation even on laboratory examination, 
the author gives normal embryological data and 
his own statistical results. He finds that, of all 
ibortions, maternal causes are responsible for 
29.2 per cent, criminal causes 24.8 per cent, and 
ovular causes 35.4 per cent. In the last group 
moles are the most frequent finding. Ovular 
causes of spontaneous abortion amount to about 
50 per cent. The classification according to age 
shows a nearly linear increase in the incidence of 
moles from 25 to 30 per cent at age 20 to more 
than 50 per cent at age 40 or over 

Relative to the number of early pregnancies, 
births, and miscarriages, the distribution of abor- 
tions due to foetal malformations is similar to that 
of abortions generally : the majority appear during 
the first pregnancy, after the first birth, or after 
the first miscarriage. After the second pregnancy 
such abortions rapidly become more and more 
rare with increasingly parity. As malformed ova 
appear irregularly before or between normal 
pregnancies, the author concludes that after a 

mole pregnancy ’’ a woman is no less likely to 
or to complete a pregnancy normally 
an abortion due to other causes 

F. A. Jacobs 

Abortions as Seen by a Private Practitioner 
in Helsinki. In English 

$y M. REENKOLA. Ann 
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590. New Orientations in the Prophylaxis of 
Habitual Abortion. (Nuevas orientaciones en la 
profilaxis del aborto habitual.) 

By F. Bonttta Marti. Medicamenta, Madnd, 
7. 351-356, Dec. 10th, 1949. figs 


sy7. Treatment of Abortion. (Abortbehandling.) 
By V. Oram Nord, Med. 41, 1027-1030, June 
10, 1949. 2 hgs. 16 rets., 


Between May 1, 1927 and July 1, 1948, 1,823 
cases of abortion were admitted to Aarhus 
Hospital, Denmark, and all were treated by the 
same method. Mortality was nil. Immediate 
evacuation of the uterus was carried out only in 
cases of serious haemorrhage (8 per cent); in all the 
other cases evacuation was delayed at least 24 
hours and was then performed when the patient 
was afebnie and the cervical orifice dilated enough 
to admit the forceps Manual evacuation was 
never carried out, and the intrauterine douche was 
banned. The operation was performed only by 
experienced surgeons and the patients were got 
up on the same day or that following. In 3 per 
cent of cases there was a brief postoperative 
pyrexia. In 5 cases thrombosis occurred, and in 
one case a parametric abscess developed. Only 
6 patients were subsequently re-admitted with 
disorders which might have been connected with 
the operation B. Nordin 


598. The Treatment of Certain Types of Habitual 
Abortion and Premature Labour with Synthetic Oeces- 
trogens. (Le traitement de certains avortements 
hab.tuels et accouchements prématurés par les cestro- 
génes de synthése.) 

By M. Mayer and C. Levasseur. 
Pans, 25, 3857-3859, Dec. 14, 1949 


599. Abruptio Placenta in Vitamin E Deficient 
Guinea Pigs. [In English.} 

By A. INGELMAN-SUNDBERG. Acta endocrinol., 
Kbh., 2. 335-346, 1949. 5§ figs., 13 refs. 

The claim of Shute that deficiency of vitamin 
E can induce premature separation of the 
placenta ia women has prompted investigations 
in the guinea-pig. Groups of pregnant animals 
were fed on a vitamin-E free diet and given from 
o to 1.6 mg. of tocopherol daily. Abortion 
occurred in all having 1.2 mg. or less: the smaller 
the dose of tocopherol the earlier the abortion. 
In pregnancies continuing for more than 55 days 
no pathological changes were found in the 
placenta, but in those separating at an earlier stage 
marked changes were often found. These included 
complete or partial separation of the placenta with 
haemorrhage outside the foetal ‘membranes, de- 
generative changes in the maternal placental 
vessels, and presence of birefringent crystals in 
the placenta and uterine wall, the placental sep- 
aration being caused by the changes in the 
maternal vessels A daily dose of 1.6 mg. of 
tocopherol prevented all these changes. 


C. L. Cope 


Sem. Hép 


277 


ooo. Hysterosalpingography in Habitual Abortion. 
(La histerosalpingografia en el aborto habitual.) 

By J. M. Sanchez Ipanez. Rev. esp. Obstet. 
Ginec., 8, 451-4603, Nov.-Dec. 1949 1 fig., 
bibliography. 


601 51 Fatal Cases of Abortion (Criminal) in Rio 
de Janeiro. (Em torno de 51 casos de abortamentos 
mortais (criminosos) no Rio de Janeiro.) 

By P. Barros. Obstet, Ginec. lat.-amer., 6, 
517-553, Nov. 30, 1948. 12 figs., 24 refs. 

The author describes each of the 51 cases, 
including the postmortem findings. The entire 
problem of criminal abortion is reviewed from the 
medical and legal point of view in the light of the 
modern and very precise Brazilian criminal law. 
The predetermining factors are discussed and 
classified into social, moral, economic, and 
aesthetic An important medico-legal point is 
raised by the author when he stresses the possible 
existence of physiological or pathological contri- 
butory causes—such as an abnormally placed or 
mobile uterus, ectopic pregnancy, or vulvo- 
vaginal infection-—liable to aggravate the out- 
come of an attempted criminal abortion 

A. Lilker 


Possibilities of Preventing Criminal Abortion 
{In English. 
gyn. fenn., 38. 


O02. 
in the Light of Analysis of Motive. 
By S. TIMONEN Ann. chir. 
Suppl. 3, 484-495, 1949. 12 refs. 


604. Four Cases of Anuria after Abortion. 
quattro casi di anuria postabortiva.) 

By C. Betvevert. Riv. ital, Ginec., 32, 349- 
370, Nov.-Dec. 1949. 4 figs., 18 refs. 
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604. Postabortal Tetanus. 
By R. G. Campsect and W. W. Brown. 
med. J., 42, 1086-1088, Dec. 1949. 15 refs. 
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605. Pregnancy Complicated by Fibromyoma and 
Hypertension. A Case Report and a Discussion. 

By E. A. Srrasnem. S. Afr. med. J., 23, 62 
663, July 30, 1949. 17 refs. 

The case is reported of a primipara aged 34 
who was seen for the first time some 6 weeks after 
her last menstrual] period. During the previous 
18 months, menstrual loss had been increasing 
and her abdomen had grown larger. An enlarged, 
soft uterus was palpated, with a firm mass in its 
right upper posterior aspect. The patient was 
anxious to have a child, having been married for 
4 years without previous conception, and she was 
therefore kept under close observation. Her 
blood pressure was 150/90 mm. Hg at 8 weeks 
and rose steadily during the following months 
to 216/120 mm. Hg at 36 weeks gestation, when 
also the optic furdi showed arterial spasm 
There was no albuminuria. At this stage, a 
lower-segment Caesarean section was performed 
and a live, healthy, infant of 6 Ib. 4 oz. (2.85 
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Some Aspects of Hypertensive Disease of Preg- 
nancy Treated by Splanchnicectomy 

By M. M. Peer and E. M. Isperc. Amer. J 

ned. § 217. 530-535, May 1949. 15 rets 
1933 more than 2 patients with 
sion been treated at the University 
in Hospital by bilateral supradia 
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ganglionectomy, as advocated by 
ind of these, 28 women subsequently 
The effects total of 34 
es which occurred in women are 
The gnancy with a 
lood pressure in and 17 of these 
ents gave birth to 15 still having 
ormal blood pressure 3 years after delivery 
© years after operation. Of the remaining 10 
ents with a pre-pregnancy blood-pressure above 
only 2 delivered living infants 
of toxaemia of pregnancy 
first group of 18 patients. The 
judged trom 


yperten have 


pathe th 
i.uthors 
of a 
the 


pre 


asecs, 


me pregnant 


matient began 
Is 


15 infants, 


tomy s 
is significantly 
hypertensive whose hyper 
during pregnancy It is suggested 
be a useful therape uti 
of 5 recently 

normal infants 
pressure a long 


suggestion 18 


lanc hmicec 
survival rate, 


started 
planchnicectomy can 
re in toxaema of pregnancy 
birth to 
normal blood 
follow-up Another 
het young hypertensive woman 
hildren she should _ first 
tomy: if she maintain a 
ifter operation she 
pregnancy and have an 
birth to a normal child 
1. 1. Suchett-Kave 


patients 2 wave 
maintained a 
postpartum 
at wishes 
undergo 
in normal 
tor one year 


through 


Rupture of a Splenic Arterial Aneurysm as a 
Fatal Complication of Pregnancy. 
CHALMERS Brit. J. Surg., 
34 Tels 
irterial 
‘ death in pregnancy, 
been previously described t 
iewed by the 
literature of various 
haemorrhage in 


37. 86-90, 


wmeurysm is an 
only 
the 
author 
other 
pre- 
vemorrhage is 
place and may 
formation of a 
ises in size, the 
is usually ruptured and the 
preads to the greater sac of the 
remain more 
Rupture may 
more likely to 
where there 
Ipsia or pre-e lampti toxaemia, or 
ibdominal pressure 
wit! 


course 


splenn 


use of 


which is” re 
with the 
intra-abdominal 
further The 
retroperitoneal in the first 
with primary 
this imere 


literature 
together 
types of 
senting ise 
vally 
cu iwo stages 
talse neurysm As 
posterior pentoneum 
itoma 
Dut in few wes if 
pletely retroperitoneal 
ted by and is 
is present, 


trauma 
pe rtension 

lan 

increased 


in the presence of 


! as that tense 


of 


rravidat 


the 


found in primi 


bdominal muscles During 


278 = 
htt tetate pp— 
Svenska Likartuin., 4, 2535 
-544 Nov 25. 1949 13 rets 
VaR nu yn. fenn 48 Suppl 
5 lu4y Bibhography 
By H Surg 
) 
etter te 
i tt 
79, 1124-1126, Nov. 26, 19490. 11 ref 
the ole itrforme u ‘ cle 
‘ Ave ! iw pregnandiol iu urs le 
lu the mao at upre ter 
By H PIGEAUD kK BuRTHIAULT ind RK 
ned, 29. 3532-3534, Dec. 4 
1940 
1 tig 
Ry cr ‘ nd P Bano 
Vilar 8. 425-%4%. 1940. 12 rets 


REVIEW OF CURRENT LITERATURE 


pregnancy a number of patients have con 
siderable splenic enlargement, usually associated 
with accidental haemorrhage or anaemia This 
may be accompanied by some alteration of the 
blood-supply to the spleen and may be related 
to the fact that, in most of the recorded cases, 
the rupture has occurred in late pregnancy 
Before rupture occurs the 
symptomless or there may be dyspepsia, 
epigastric pain, vomiting, anorexm inaemia 
There may be a familial history” of 
genital aneurysm or haemorrhagic telangiectasia 


condition may be 
vague 
and 
con 


Occasionally a tumour may be palpable and a 
murmur audible on auscultation over the left 
hypochondrium A primary rupture into the 
retroperitoneal space is not incompatible with 
temporary recovery, but a secondary rupture 
will follow and prove fatal if operation is not 
undertaken In the first stage there is upper 
ibdominal pain, generalized tenderness, and 
possibly epigastric fullness A bruit may be 


heard. In the second stage, there is severe upper 


abdominal pain and collapse, with characteristic 
signs of blood loss and shock There may be 
repeated convulsive seizures The abdomen 


usually becomes rigid and dull to percussion and 


a bulging may be noted in the left flank. 
Haematemesis and melaena may occur when 
there is rupture into the stomach Death in 


untreated cases may ensue within 2 hours or be 
delayed for several days 

Diagnosis presents great difficulty; X-rays may 
reveal a pulsating shadow giving rise to a filling 
defect in the stomach, or show a sharply defined 
ring behind the stomach However, 
the signs of severe intra-abdominal haemorrhage 
should be sufficient to indicate the need for 
immediate laparotomy In the presence of 
pregnancy of more than 4 months’ duration the 
uterus must be emptied first to facilitate approach 
to the bleeding the foetus being almost 
invariably dead when the patient is first 
Digital compression of the splemic or renal artery 
may help to control bleeding while clot is 
evacuated, the bleeding point identified, and the 
splenic artery ligated. The spleen may be removed 
or left to undergo aseptic atrophy Blood 
transfusion should be started at the earliest 
possible moment. The prognosis is bad, primarily 
of diagnostic failure, but also be 
the considerable technical difficulty presented by 
treatment 
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In the case reported the patient had always 
ppeared healthy except for slight dyspepsia and 
epigastric pain She was in the 3oth week of 
gestation when she suddenly had severe ab 
dominal pain; 5 hours later a maternity nurse was 
called who summoned medical aid, but the patient 
died betore could be taken 
Necropsy confirmed the diagnosis of internal 
of a large an 
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4. Intravenous Iron in the Treatment of Anaemia 
of Pregnancy. 

By A. D. T. Govan and | M 
1. 14-16, Jan. 1, 1949. 3 figs., 7 

One of the major difficulties in the treatment 
of iron deficiency anaemias of pregnancy 1s lack 
of time before delivery Moreover, gastro- 
intestinal upsets make the administration of oral 
preparations of iron unsatisfactory in many Cases, 


Scort Lancet, 


rets 


while in those who tolerate such substances, 
failure to respond is common In pregnant 
women with a severe degree of hypochromic 


administration of iron was carried 
ferrivenin,’’ a 


inaemia the 
out mtravenously 
ted oxide preparation Injections 
given daily in graded doses, the equivalent of 40 
mg. elemental iron on the first day, 60 mg. on 
the second, and 100 mg on subsequent days for 
week: thereafter 1oo meg given on 
alternate days. The rate of response appeared to 
vary inversely with the initial haemoglobin 
level; where this was below 40 per cent the 
haemoglobin level increased by 2.4 per cent per 


with sacchara 


iron were 


one was 


100 me. iron administered, while in those cases 
in which it was initially above 40 per cent it 
increased by 1.4 per cent per 100 mg. iron. The 


iverage rise in haemoglobin level for the whole 
group was 8.2 per cent at the end of 1 week 
(total dosage, 490 mg. elemental iron 
Comparison with a 
severely anaemic 


‘control '’ group of equally 
pregnant women treated with 
15 gr. (1 w.) of fersolate '' (ferrous sulphate) 
daily .by mouth showed that those receiving 
intravenous iron responded far more rapidly, the 
the haemoglobin reaching a higher level and this 


improvement being better maintained, Sympto 
matic improvement was also more marked 
Moreover, cases resistant to oral treatment 


responded satisfactorily to intravenous treatment. 


The rapid injection of ferrivenin gave rise to 


venospasm, but this did not occur if injection 
was made slowly. About 1 in to patients com 
plained of feeling queer’ immediately after 


the first injection, but this was not accompanied 
by a change in pulse rate and passed off quickly. 
Subsequent injections gave mse to no reactions 
except in the case of one patient who had vaso- 
vagal attacks when treatment was given at 
irregular intervals H. Payling Wright 
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620. Observations on the Macrocytic Anemia Assoc- 
iated with Pregnancy. 
By T. D. Srres 
74, July, 1949. 2 figs., 

Nutritive failure’ was studied in families 
living in areas in which undernutrition is endem« 
This report concerned with anaemia of 
nutritional orgin 

The relation of anaemia in the mother and in 
the young infant is close. Pernicious anaemia of 
pregnancy macrocytic anaemia, with high 
colour index to liver, folic acid, of 
yeast If not treated the infant 
may also Six patients were 
selected for following criteria (1) 
The been pregnant a few 
weeks A macrocytic anaemia 
must present (3) There must be megalo 
blastic arrest in the bone marrow (4) The 
patient must have free hydrochloric acid in the 
gastric juice. (5) The patient must be untreated 
or not treated recently enough for the result to 
affect folu 

The patients admitted to hospital and 
kept on a diet devoid of meat, fish, poultry, milk, 
und Daily leucocyte, erythrocyte, and 
reticulocyte counts and haemoglobin estimations 
cell volume determined frequently, 
ind sternal bone marrow obtained before therapy 
ind at the peak of reticulocytosis After the 
line determinations were completed oral 
acid was given by mouth and the course of 
recovery followed 

It thought that this with 
pregnancy can be prevented by the administration 
of 2 mg. folic acid daily during the 7th month 
of pregnancy In a few instances 5 mg. ts required 
If this not done and the infant develops 
megaloblastic anaemia, the latter can treated 
by the administration of folk 
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the Wassermann reaction was positive. Age was 
usually under 30 years. Abortion tended to be 
commoner, and the foetal death rate was 15.2 
per cent in the larger series and 23.1 per cent in 
the Johns Hopkins group. Severe antenatal 
anaemia was found to respond best to repeated 
transfusion of whole blood. Pregnancy did not 
ippear to exercise an unfavourable effect on the 
course of the disease, so that therapeutic 
ibortion and sterilization were seldom required. 
The future prospects of the children are 
uncertain. The typical habitus of these patients 
would appear to produce unfavourable changes 
in the pelvic architecture, possibly responsible for 
the difficulty of labour and prolongation of the 
second stage reported in the literature. 
Treatment consists of frequent blood trans- 
fusion, with infusion of sodium lactate solution 
to prevent renal complications. Because of the 
liatility of anaemic patients to develop puerperal 
infection, liberal doses of penicillin and sulphona- 
mides are given during labour and the puer- 
perium. Oxygen therapy may be valuable in 
reducing the burden on the heart Regional 
analgesia may be preferable, especially in the 
interests of the foetus. General measures to 
prevent circulatory stasis, such as movement, 
avoidance of prolonged rest in bed, and cool 
baths, are advised. With these measures, both 
maternal and foetal mortality should be reduced 
]. L. Wright 


624. Sudden Death During Pregnancy in Sickle Cell 
Anemia. Review of Literature and Report of a Case. 

By R. H. Ricpon. Sth. med. J., 42, 1032-1037, 
Dec. 1949. 3 figs., 41 refs. 
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625. The Present State of Knowledge Concerning 
the Antigen Structure of the Rh Factor and the Nature 
of Rh Immune Bodies. Recent experiences of Rh 
Agglutination after Delivery. (Erkenntnisse iiber die 
Antigen-Struktur des Rh-Faktors und Uber die Natur 
Ir mkornmer Ne re 
Rh-Agglutinin nach der Geburt.) 

By A. Praxis, 
Dec. 22, 1949. 4 figs., 14 refs 
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626. Spontaneous Haematoma of the Rectus Ab- 
dominis in Pregnancy. (Ilematoma espontaneo del 
recto anterior del abdomen en una embarazada.) 

By E M. Batpi méd. areent., 


2461-2465, Nov. 25, 1 fig., 28 refs. 
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27. Renal Failure (Lower Nephron Nephrosis) 
Associated with Hematoma of the Parturient Canal. 
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6.8. Fecal Accumulation and Fecal Tumours in 
Gynecology and Obstetrics. {In English.) 

By H. Terasvuort. Ann. chir. gyn. fenn., 38, 
Suppl. 3, 464-483, 1949. 44 refs 
Painful Scoliosis and Decalcification during 
Pregnancy and Lactation. (Scolioses douloureuses et 
decalcification au cours de la grossesse et de l'allaite- 
ment.) 

By A. J 
Paris, 25, 
refs 

Lumbar and dorsal pain during pregnancy and 
laction are so common that they tend to be 
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Bret and M. ‘Barpiaux. 
2240-2248, July 14, 1949 


Sem. Hodp. 
7 figs., 19 


ignored, but radiological examination has shown . 


definite anatomical lesions in a number of cases 
investigated by the authors. Of 6 patients seen 
during pregnancy, mild scoliosis with decalcifica- 
tion of the vertebral bodies and irregularity of 
the upper and lower surfaces was present in 3, 
similar findings, but without scoliosis, in the 4th, 
and dorsal kyphosis with a compensatory lumbar 
hyperlordosis and decalcification in the 5th, while 
in the 6th case pain was localized in the region 
of the spine of D 11 and X-rays showed an 
erosion of the antero-superior angle of the body 
of the same vertebra. Of 3 patients observed 
during lactation, scoliosis, with decalcification and 
appearances similar to an adolescent epiphysitis, 
was demonstrated in one, an erosion of the body 
of the lower dorsal vertebra, similar to that found 
in one of the pregnancy was present in 
another, and in the 3rd case X-rays showed general 
decalcification of the spine which contrasted 
sharply with calcification of a nucleus pulposus. 
In discussing these cases the authors lay stress 
particularly on the decalcification revealed by 
radiology, which they believe to be chiefly due to 
the deviation of maternal calcium to the foetus 
during both pregnancy and lactation. Although 
hormonai or vascular factors may play some part 
in the production of these symptoms, treatment 
directed towards replenishing or reducing the 
drain on the maternal calcium is most likely to 
be successful A. Chalmers 


Pregnancy in Addison's Disease. 
Four Patients. 

By A. I. Kxrowtton, G. H. Munpce, and J 
JAILER J. clin. Endocrinol., 9, 514-528, June 
1949. 48 refs 

Five pregnancies were observed in 4 patients 
with Addison's disease, all of whom survived 
One pregnancy ended in a spontaneous abortion 
at 8 weeks, but the patient became pregnant 
again 4 months later and successfully 
delivered 3 weeks after the expected date She 
is now pregnant again 2 years later and her 
condition remains satisfactory Another woman 
was delivered by Caesarean section 4 weeks after 
term, and 3 years later her general health was 
still poor but there were no residual findings 
related to pregnancy. Pregnancy was terminated 
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at 7 weeks and 4 months respectively in the other 
patients. In one patient it was followed by shock 
of short duration, though there had been little 
blood loss, and the other had a typical Addisonian 
crisis. She had had a stormy convalescence aiter 
her only other pregnancy and her blood pressure 
had remained at shock level for a week. In these 
patients urinary excretion of gonadotrophin was 
normal The sodium pregnanediol glucuronidate 
and oestrogen values, though low, were within the 
range found in normal pregnancies. Corticoid 
activity could not be demonstrated in the unne 
of one patient studied in the third trimester. The 
urinary excretion of 17-ketosteroids was increased 
late in pregnancy in the 2 patients in whom 
gestation proceeded to term 

Clinical generalizations concerning the manage- 
ment of pregnancy in Addison's disease are 
necessarily limited, since in only 3 of the cases 
reported did gestation continue long enough to 
permit observations of its influence on the under- 
lying adrenal disease. Furthermore, the course 
of pregnancy im these patients was variable; 
the condition of 2 of them deteriorated, and one 
patient remained in good general health. The 
chief difficulty in the two unsatisfactory cases 
was to maintain electrolyte balance in the 
presence of vomiting, which was persisting in one 
of these women. However, the daily dosage of 
desoxycorticosterone acetate was continued un- 
altered in all of them. At the termination of 
each pregnancy, therapy consisted of the admini- 
stration of desoxycorticosterone acetate by 
injection and sodium chloride by mouth; in 
addition, parenteral saline, glucose, plasma, and 
whole blood were given as indicated. Each 
patient also received adrenal extract in the form 
of hog adrenal lipo-cortex. Following delivery, 
increased manifestations of adrenal insufficiency 
occurred as predicted in the patient delivered 
abdominally, though the other patient, who had 
had an easier pregnancy and was delivered 
vaginally, had an unexpectedly benign puer- 
perium. Lactation occurred in both these women, 
though its adequacy was not tested by breast- 
feeding. Doreen Daley 


(Methy}- 


641. Methylthiouracil and Pregnancy. 


thiouracil und Schwangerschaft. ) 


By W. Bickensacn, M 
Arch. Gyndk., 176, 


refs 


Hess, and A. Logser, 
319, 1949 7 figs., 26 


642. Diabetes Mellitus and Pregnancy. A Clinico- 
pathological Review. 

By E. Wynne-Jones. S. Afr med. J, 23, 654 
658, July 30, 1949. 23 refs 

Before the discovery of insulin in 1922 diabetes 
mellitus was not a common complication of 
pregnancy as the disease has its maximum 
incidence at the age of 50 years. Untreated 
diabetes causes infertility, and the “‘ preinsulin ’’ 
diabetes diet was probably associated with the 


‘ 


secondary pituitary dysfunction. Maternal morta 

lity mortality as 
Oo per the introduction of insulin the 
maternal prospect has altered and pregnancy ts 
rarety in the diabetic, but there is still a 


foetal wastage Detail ire wivet 


was high and neonatal hugh as 


cent Since 


not a 
of 20 Cases 
observed bey the 
April, 194; I he 
with & still 


large 
ot pregnancy in chabetu 
author July 
total number of children born was 21 
birth neonatal deaths 

The causes of the continued high foetal 
mortality are cis Abortion 1 
imperfectly controlled diabetes 


mother 
betwee inc 
ind 
issecl ommon 
a lethal pene 

the 

pregnancy 
while 


hvera 


ire put forward t 
in the cha betogensc 
effect of cdiabeti 

Premature 


explain this a 
chrome 


ome, or (b adverse 


diabetics, 


imbalance on 


labour ts common in 


foetal death afte occur Trequentl 
complication sa bies 


frequent 


mnios 


born to diabetic mothers are usually overweight 


ital abnormalities occur in 


Ketosi 


intra 


ind Conger 


ent of termittent of 

the « 
blood is reduced, 
rate makes extra 
Ssary there 1 
irbohydrate t 


may cause uterine death ‘ irbon 


choxide-comtnning power of the 
reased basal 
irbohyvdrate combustion 
ibatan il los | maternal « 
ina the blood fat 

ematurely, neonatal hypoglycaemia may be a 
of death Maternal toxaemia is more 
the chabeth ind its vetiology, 
ndocnn involved 1s 
iuthor o ine his technique oft 
the chabetu which 

unremitting UperVIsiO 

consta 


tence on 


in meta boli 
a 
the 


ontent is increased 


mother, 


Ooluble 
Ketosis 


ind 


light symptoms 
f there is doubt 
constant co-operation 
bstretrician routine 
weeks from term, and 


Pregnancy Complicating Diabetes. 
Wu loner / 


1049 1 ret 
Acute Diabetic 


Pregnancy Complicated by 


MI Mark 
The 


by Pregnant Diabetics 


49 


Excretion of Chorionic Gonadotrophin 


Rrit 
fig 


Death 


feta 


fy Prophylaxis of Foetal 
Diabetes. Profilaxis de la 
en la chabetes 

| Kk 


Dec 15 


uerte 


Mercuanrt 
1949 refs 


RNAL OF 


OBSTETRICS AND GYNAECOLOGY 
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Pregnancy. 
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The Role of Penicillin in Obstetrics. 


lL. M. Harris and M Amer. | 
Gynec., $7, 1198 refs. 


1uthors’ experience with 58 patients given 
penicillin in the antenatal period does not support 
suggestions that the drug has an aborti 
action; presumably such effect was due to 
early preparations. Bacteriological 
studies have shown the relative sensitivity of a 
large number of org ind confirmed the 
fact that Gram-positive cocci and bacilli are more 
than Gram-negative organisms Pent- 
resistance may result of 
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his paper reports a study of 1,000 consecutive 
obstretric patients admitted to hospital, 190 of 
whom penicillin rhree-hourly intra- 
muscular injections of 100,000 units were given in 
tnost of these cases, but intravenous drip therapy 
infection. Among 21! 
patients delivered by Caesarean section, 14 were 
considered suitable for prophylactic therapy, and 
ibout one-third of these had a morbid post 
operative ven though in the early cases 
in the series smaller doses of pen illin were used 
Nearly per cent of all patients delivered per 
puerperal infection, but only one of 
receiving prophylactic penicillin. Mastitis 
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1 factor in some cases of infertility and 
termination of pregnancy, and 
further inv may show that such in 
fections are indications for active treatment, 
neluding administration of penicillin 
Doreen Dale, 


in infections 2 


eariv are 


urinary 
metritis or perineal infection 
eflective 
present 
of puerperal 
path wen 
rganisms can be 
of 
In-resistant organisms 

is possible diseast 
premature 


estigation 


ef 
watch lor tient 

mediate reporting of 

ul m to hospital at 

about the diabetic stability 
between phy man and 

luction f labour about 4 

reful nursing of the baby / as 

Hy Hi 

Crisis 

By |] \ LORAIN? | 
1409 [ex 1949 rets 
ules in 
in uter 
56. 1070 
: 


REVIEW OF CURRENT LITERATURE 


640. The Concentration in Maternal Blood and 
Amniotic Fluid of Penicillin Administered Parenterally 
and by Inhalation. La 
ovulare nel sangue e nel liquido amniotico della peni- 
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O41. The Question of an Oecstrogenic Action of 
Penicillin and its Influence on Existing Pregnancy. 
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Arch. Gyndk., 


elmer éstrogenen Wirkung von Penicillin 
Beeintlussung bestehender Graviditaten. 
IRRGANG, H. Kuster, and |. GUNTHER 


176. 704-770, 1949. 1 fig., 12 refs 
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644. Genital Tuberculosis and Pregnancy. (Tuber 
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By M. Rei 
409-320, Nov 1944 


france. Gyndé 44. 


Rubella 
grossesse. ) 


By H. ViGcNes 
Son Nov 24, 


and Pregnancy. (Rubéole et 


Progr. med 


rets 


Pans, 77. 507 


14944 6 
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646. Syphilis in Pregnancy. A Clinical Study of 
Factors Responsible for Congenital Syphilis. 
By A. Heyman and J. R. McCain. New 


Med., 241. 960-964, Dec. 15, 1949 11 
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64>. Schick Test Reactions in Expectant Mothers. 
By J. L. Brapitey. Med. Offr.. 82, 277-278, 
Dec. 31, 1949. 3 refs 


Herpes Gestationes. Fetal-anomaly 
drome Treated Successfully with Sulfapyridine. 

3y J. G. Downtne and O. F. New 
]. Med., 241. oo06, Dec. 8, 1949 1 fig., 2 
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649. Renal Actinomycosis in Pregnancy. 
of a Case. 

By P. J. Kane and G 
cutan. Re 53. 
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T. MELLINGER Urol 
720-723, Dec. 1949. 1 fig., 17 


650. Ectopic Pregnancy, Mortality and Morbidity 
Factors. 

By C.G 
BrEACHAM 
1154, June 1949. 5 figs 

The mortality rate from ectopic pregnancy at 
the Charity Hospital, New Orleans, varied from 
11.4 to 12.3 per cent during the years 1906-36 


W. D 
Amer. | 


Beacham, and D. W 
Obstet. Gynet 57 1144 
& rets 
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Between 1937 and 1945 it was 2.7 per cent and 
from 1945-48 it was 1.7 per cent. The causes of 
this marked reduction in mortality are discussed 
in this article 

New hospital buildings with adequate facilities 
for diagnosis and treatment were opened in 1937 
and both resident and senior medical staff were 
increased at that time. The use of plasma, 
starting in 1937, followed by the establishment 
of a blood bank in 1945, led te an increase in 
pre-operative transfusions From 1920 to 1936, 
31.5 per cent of patients were transfused and the 
mortality was 11.5 per cent From 1937 to 1945, 
64 per cent were transfused with a mortality of 3.3 
per cent and from 1945 to 1945, 56 per cent rec eived 
transfusions and the mortality was 1.3 per cent 
Oxygen was also given after 1937 to all patients 
in a state of shock 

More accurate pre-operative diagnosis, resulting 
im earlier operation, has been made possible by 
the routine use of cul-de-sac puncture in 
Operative procedures have been 
reduced to a minimum and, since 1937, unilateral 
salpingectomy or salpingo-oophorectomy has been 
the only procedure in cent of 
Improved postoperative care, the prevention of 
postoperative ileus, and the use of chemotherapy 
and antibiotics have also probably influenced the 
morbidity and mortality rates 

There were 12 deaths during the period 1937 
48. Of these, 4 were due to delay on the part of 
the hospital and were considered preventabls 
Three others were due to delay on the part of the 
patient in seeking medical advice The im 
portance of early diagnosis and treatment is 
emphasized Margaret C. S. Binnie 
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653. Unusual Evolution of an Ectopic Pregnancy 
Incorrectly Treated by Aburel’s Method. (Rara 
evolucion de un embarazo ectopico tratado erronea 
mente por el metodo de Aburel.) 

By 1. and C. E. pe 
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654 Is there a Relation Between Ectopic Implant- 
ation of the Ovum and Pathological Development of 
the Ovum. (Bestehen Beziehungen zwischen ektop 
ischer Eiansiedlung und Eientwick- 
lung? 

By G. HoRMANN 
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655. Cervical Pregnancy: A Report of Two Cases 
and a Discussion of the Treatment. 

By D. G. Morton Amer J Obstet. Gynec., 
57. 910-917, May 1949. § figs 

Iwo cases of cervical pregnancy are described 
The first patient, aged 26, para 1, bled when 4 
weeks pregnant, again when 6 weeks pregnant 
(for a month), and again at 12 weeks. Examina 
tion then revealed placental tissue in the cervical 
canal, the removal of which caused severe 
haemorrhage from a cavity in the posterior wall 
A closed internal os and normal uterus were felt 
above Trans‘usions, packing, application of 
fibrin foam, and suturing were required on several 
before haemostasis was finally secured 
a normal pregnancy I he 
nullipara, had pain and 
bleeding first when 12 weeks pregnant. She was 
then febrile, and cervical culture grew haemolytic 
streptococe) She was treated by rest, penicillin 
administration, and blood transfusion, and the 
symptoms subsided. At 20 weeks pain, bleeding, 
ind fever recurred A macerated foetus was 
gently removed from the dilated external os. A 
profuse haemorrhage followed. The vagina was 
packed and transfusions were given Two 
ittempts were made to remove the pack but very 
severe haemorrhage recurred At laparotomy a 
normal uterine was found perched on a 
distended cervix It was not possible to move 
the whole cervix at the 
bleeding from the remaiming portion con 
trolled by suture The cervical stump with 
ittached placental remnants had subsequently to 
be packed twice more from below At a second 
laparotomy the removal of the still 
impracti ible and it and evacuated 
rhe specimen showed no placental 
corpus, but in the cervix the 
was implanted on a very thin 
iuscular tissue 
The d ty of from 
incomplet ion is great The 
efhicient rpus at expelling its contents 
! ively poor musculature: for the 
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656. Interstitial Pregnancy. 
By J. H. Moore and F. A 
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657. Spontaneous Rupture of the Uterus in Inter- 
stitial Pregnancy. Beitrag cur spontanen Uterus 
ruptur bei interstitieller Gravichtat 
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By F. Reicn. Geburtsh. u. Frauenhedk., 9, 
915-920, Dec. 1949. 2 figs., 2 refs. 
Interstitial Ectopic Pregnancy. 
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By C. ZUCKERMANN 
Cancer, 17, 319-3206, Sept 
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Tubal Pregnancy and Uterus Bicornis Uni- 
(Gravidanza tubarica e utero bicorne unicolle. ) 

CORTESE Arch. Ostet 54. 258 
3 figs., 
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660. Tubal Pregnancy with Rupture on the 
Fifteenth Day, Following Tuberculous Salpingitis. 
rompue au quinzieme jour Consecu- 
tive des lesions d'annexite bacillémique.) 

By E. Goptewskt. C. R. Soc. frang. Gynéc., 
19, 168-170, Oct. 1949. 2 figs 
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oo. Full-term Extra-uterine Pregnancy, with a 
Simultaneous Full-term Intra-uterine Pregnancy. 

By J. S. Afr. med. J]., 23, 558, 
July 2, 1949 

A report is given of probably one of the rarest 
occurrences in obstretrics Approximately 5 
after giving birth to a normal full-time 
infant, a woman was delivered by abdominal 
operation of a full-time ectopic pregnancy. The 
mother and both children are alive and well. 
The woman was a Basuto aged 35, who had had 
5 children previously and was admitted to 
ospital on December 24th with the diagnosis of 
ibdominal tumour. On November 16th she had 
birth to a full-time normal female infant 
12 hours’ normal labour The lochia lasted 
week later she came to a doctor 
she felt movements inside her abdomen. 
She had no pain. She had had no miscarriages and 
there was no history of salpingitis. Her general 
ondition was and abdominal palpation 
revealed a foetus with the breech lying inferiorly 
The foetal parts, including an ear, were easily 
felt. The foetal heart rate was 160 a minute. The 
uterus, the size of a large orange, could be 
palpated on the right, separate from the foetal 
parts, and this confirmed radiologically 

On December 31st laparotomy was performed 
ind a normal, full-time, male infant of 6" Ib 
; kg.) was ret The placenta was attached 
to the pelvic wall of the left iliac fossa, covering 
the mght ovary The right Fallopian tube, the 
iterus, and the left appendages were normal. The 
the abdomen was 
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663. Advanced Abdominal Pregnancy. 
ectomy. Death from Postoperative Tetanus. 
esse abdominale ancienne. Hystérectomie 
tetanos post-opératoire. 

By J. Levurer and J. Isnarp. Bull. 
Chirurgiens Paris, 39, 193-195, Nov. 4, 1949 
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664. A Brief Survey of Early Midwifery Practice. 
By A. J]. Dempsey. Ulster med. J]., 18, 109 
115, Nov. 1, 1949. § refs. 


665. Rooming-in and Natural Childbirth. 

By C. D. Kimpatt and W. M. Hoover. Bull. 
U.S. Army med. Dept., 9. 975-080, Dec. 1949 
3 refs. 


666. The Appearance 
Norma! Labor. 

By H. C. Cuane, K. 
Lin, and S. T. Fana. 
N.Y., 72. 413-414, Nov. 


of Acetylcholine During 


Lia, H. F. Yes, T. Y. 
Proc. Soc. exp. Biol., 
1949. § refs. 


667. Ergometrine before Delivery of the Placenta. 
(L’ergonovine avant la délivrance.) 

By J. Léon. Gynéc. et Obstet., 48, 501-506, 
1949. 40 refs 


668. WVagitus Uterinus. [In English.) 
By S. PARVIAINEN. Ann. chir. gyn. fenn., 38, 
Suppl. 3, 330-336, 1949. 7 refs 


669. Spontaneous Delivery in a Woman with 
Myocardial Infarction. 

By E. Go_pperGcer and M. J. PoxRress. 
St. J. Med., 50, 95-096, Jan. 1, 1950 
ref 
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ojo. “* Methergin’’ (Methylergobasine) in Obstet- 
rics and Gynaecology. (Methergin in der Geburtshilfe 
und Gynakologie.) 

By M. Mrazex 


310, Nov. 1949 


Gynaecologia, Basel, 128, 301 
3 figs., bibliography 
671. Intravenous Use of Methergine in Intra- 
partum Care. 

By M. S. PRIver, 
and H. H. Boros 
57. 586-588, Dec 


J. M. Hares, L. Kroun, 
W. J. Surg. Obstet. Gynec., 
1949. 1 fig., 20 refs. 


672. The Diagnosis of Impediments to Labour. 
(Zur Diagnose von Geburtshindernissen.) 

By H. Herprer. Wien. med. Wschr., 99, 527 
530, Nov. 19, 1949. 


673. A Second Case of Dystocia due to Reticular 
Stenosis of the Cervix. (Di un secondo caso di distocia 
da stenosi a graticciata del collo uterino.) 

By A. Fornero. Monit. ostet.-ginec.. 
413, Sept.Oct. 1o4o. 
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674. Intrauterine Retention of a Free Fetal Head: 
Case Report. 

By W. A. Srott and E. G. Warers. Bull. M. 
Hague Maternity Hosp., 2, 125-126, Dec. 1949. 


675. Inco-ordinate Uterine Action. 

By C. Kennepy. Edinb. med. J., 36. 445-400, 
Oct. 1949. 25 refs 

676. Carcinoma of Cervix Complicating Labor at 
Term. 

By E. D. Humpnreys, M. A. Wesper and P. 
kK. Briccs. J. Maine med. Ass., 40, 332-333, 
Nov. 1949 

677. Oedema of the Cervix in Labour. 
del collo uterino in travaglo di parto.) 

By F. Pantnt. Arch. Ostet. Ginec., 54, 
411, July-Aug. 1949. 3 figs., 19 refs. 

678. Deep Transverse Arrest. [In English. } 

By T. Brunita, Ann. chir, gyn. fenn., 38, Suppl. 
3. 41-47, 1949. 5§ refs. 

Prophylactic External Cephalic Version in 
Breech Presentation. [In English.| 

By P. S. Joxeta. Ann. chir. gyn, fenn., 38, 
Suppl. 3, 138-155, 1949. 5 figs., 4 refs. 

680. Prolapse of the Umbilical Cord. 

By C. V. Bowen. Bull. Sch. Med. Maryland, 
34, 76-79, Oct. 1949. 8 refs 

681. Septic Infection and Obstetric Trauma in the 
Newborn. Prophylactic Penicillin in Labour. (In- 
feccion septica y traumatismo obstetrico en el recien 
nacido. La penicilina profilactica intranatal.) 

By A. Mrnuyrxy, M. Rapaport, and C. J. 
MuntaGurria. Rev. Soc, Puericult. B. Aires, 
15. 53-59. 1949. 1 fig. 

682. On Large (‘‘ Complete '') Lacerations of the 
Perineum as Complications of Labour. [In English.] 

By A. Ponyata. Ann. Chir. gyn. fenn., 38, 
Suppl. 3, 373-406, 1949. Bibliography 

683. A Case of Bilateral Pneumothorax, associated 
with Pneumomediastinum, Atelectasis, Pulmonary 
Edema, and Subcutaneous Emphysema, occurring 
During Labor: Mediastinal Air Block. 

By N. J. Furst and L. R. Lawrence. 
] Roentgenol, 62. 798 So6, Dec. 1949 
20 refs. 

684. Some Cases of Uterine Inversion. 
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By V. Turtota. Ann. chir. gyn. fenn., 38, 
Suppl. 3, 511-523, 1949. 28 refs. 


(L’ edema 


395 


679 


Amer. 
3 figs., 


(Ueber 


ANAESTHESIA. 


685. Continuous Spinal Anesthesia in Cesarean 
Section. 

By C. B. Lutt and J. C. Uttery. Amer, J. 
Obstet. Gynec., $7, 1199-1209, June 1949. 2 refs. 

As the authors’ previous experience with single- 
dose spinal analgesia had not been satisfactory 
the method had been abandoned, but, in the 


205 jot 
interests of the baby, fractional spinal analgesia 
for was reintroduced in 1941, 
ind up to 1948 had been used for 1,000 opera- 
tions During this time caudal analgesia was 
employed for 162 abdominal deliveries, but the 
spinal route was preferred because of its 
simplicity and because analgesia was more 
rapidly induced. Metycaine 1.5 per cent was 
most commonly used, though 308 patients were 
given procaine. The of all drugs 
employed was 65.9 mg patients received 
only 0 Ing 


aesarean section 


average dose 


but 71 
15 to 
rhe rigid technique used is described. A small 
of barbiturate was given hour before 
operation, and if the systolic pressure was below 
130 mm. Hg a vasopressor drug was administered 
half an hour later. The patient lay on her side 
on a special mattress. The averag initial dose 
was 15 mg., after which the patient was turned 
on her back in a §-degree Trendelburg position 
ind a tube was attached to the spinal needle, 
which remained tm situ Usually in to 
minutes analgesia was established, but if it had 
not reached a satisfactory level an additional 15 
me. (1 ml. of solution) was injected. Further 
injections of 7.5 to 15 mg. were sometimes needed 
later in the operation The blood pressure, pulse 
rate, and respiratory rate was determined every 
5 minutes, and ephedrine and plasma were at 
hand if needed Recently thiopentone has been 
used to quieten the patient until the baby is 
bern and to give her a light sleep during the 
remainder of the operation. Supplemental vaso 
pressor drugs were given to 238 patients, 
intravenous glucose to 31, and 9 received blood 
transfusion 


There 
the 


close one 


technical failures, and in 17 
analgesic level was not high enough to 
without supplemental anaesthesia The 
uncorrected foetal mortality rate was 4.7 per cent 
but only one infant. who weighed less than 2 Ib 
(900 g.) needed actual resuscitation; otherwise, 
clearing out the upper respiratory passages was 
The only maternal death was from 
leukaemia 12 days from operation. The over-all 
morbidity rate was 21.4 per cent 

Comphecations included mild to moderate dis 
tension 32 ind 4 patients needed 
Wangensteen drainage Only 16 women are 
recorded as having had post-analgesic headache, 
but the withors mention that several other 
patients had mild hi idache. Severe headaches 
often relieved by a wasp girdle or insertion 
inflated rubber bladder under a tight; 
There were no neurological complications 
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The authors conclude 
analgesia is preferable to 
thesia for Caesarean section 
ind its many advantages 
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Saddle Block Anesthesia. 

By H. E. Scuarrz, J. E. Towne, and G. Basa. 
Amer. J]. Obstet. Gynec., 58. 30-40, July 1949. 
7 figs., 8 refs 

The authors review 2 years’ experience of 
saddle block anaesthesia in obstretrics, and 
analyze the results in 877 deliveries at the Lewis 
Memorial Maternity Hospital, Chicago They 
used heavy ‘‘ nupercaine "’ (cinchocaine) in doses 
of 2.5 mg., so timing its administration as to be 
effective during the late first stage or early second 
stage of labour. Details of technique and contra- 
indications have been given in a previous paper 
(Amer. J. Obstet. Gynec., 1947, 54, 833). 
Complete subjective relief of pain for at least one 
hour was obtained in 93 per cent of cases and 
incomplete relief in 6 per cent, while only in I 
per cent was there complete failure. Spinal 
anaesthesia alone was used for the delivery of 86 
per cent of the patients, the remaining 14 per 
cent requiring a general anaesthetic in addition, 
to supplement the waning effect of the spinal 
anaesthetic, to relax the uterus, to enable opera- 
tive manipulation to be carried out, or for 
psychological reasons 

The authors claim that this is the most nearly 
ideal method of obstretrical analgesia or anaes- 
thesia for the experienced obstretrician, the 
idvantages being the dramatic relief of pain, the 
ability of the mother to co-operate, and the 
lessened risk of foetal respiratory depression. 


O40 


Untoward effects, however, would appear to be 


frequent; 100 per cent of patients had transient 
motor weakness, in 18 per cent the blood pressure 
fell by more than 20 mm. Hg (in 9 per cent of 
these to below 80 mm. Hg), and postspinal head- 
iches occurred in 14 per cent. There were 6 
stillbirths (3 macerated) and 4 neonatal deaths, 2 
being due to prematurity. Only 1o per cent of 
patients were delivered spontaneously, but the 
authors state that low forceps delivery is the 
custom in their practice 

’ Although the authors are to be congratulated on 
their efforts to find the ideal anaesthetic for 
obstretrics, it would appear that the drawbacks 
of saddle block anaesthesia outweigh the 
idvantages. The operative delivery rate must 
inevitably increase. The fall in maternal blood 
pressure, though short-lived, may result in foetal 
anoxaemia with the resultant cerebral damage 
Owing to increased uterine tone, manipulations 
such as rotation of the head frequently required 
supplementary anaethesia. On the whole, saddle 
blo inaesthesia would appear to offer few 
idvantages over pudental nerve block.] 

Eileen D. M. Wilson 

Use of Saddle Block for Obstetrics in Small 
A Preliminary Report of Observations 
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685. Caudal Anesthesia in Obstetrics: A Combined 
Procaine-Pontocaine Single Injection Technic. 

By O. B. Crawrorp and R. V. CHESTER. 
Anesthesiology, 10, 473-478, July 1949. 12 refs 

This report based on 200 cases from the Station 
Hospital, Fort Ord, California. The authors 
selected a solution of procaine 1.5 per cent and 
“ pontocaine '’ (amethocaine hydrochloride B. P.) 
0.15 per cent with adrenaline (5 drops in 30 
mi.) in order to combine the rapid onset of 
induction with procaine with the prolonged 
analgesic effect of amethocaine. A single-injection 
technique is preferred as it avoids the need for 
prolonged supervision. During the first stage 
they employed pethidine with hyoscine or barbi- 
turates. Caudal analgesia was begun at the end 
of the first stage in primigravidae, and in 
multiparae when the os was 7 to 8 cm. dilated 
A 20-gauge spinal needle was inserted into the 
caudal canal and 8 ml. was injected; if no sign of 
spinal analgesia appeared in 5 minutes the 
remainder of the dose was given. The total dose 
varied between 28 and 33 ml. according to the 
size of the patient. Relief of pain was complete 
5 minutes after withdrawal of the needle. 
Analgesia lasted 2 to 5 hours and provided ample 
time for delivery and repair 

The single-injection technique at the end of the 
first stage does not much increase the incidence 
of cases requiring manual rotation or Scanzoni 
manoeuvres. Very little change in blood pressure 
was noted. Though no statistics are given good 
results are claimed, and the authors consider this 
to be the ideal solution for caudal analgesia 
They emphasize that less solution is needed to 
reach a given level in pregnant women than in 
surgical patients; this is attributed to increased 
intra-abdominal pressure, 

Frank L. Robertshaw 


689. Pain Relief During Labor [In English. | 
By A. A. PAaIvaRINNE. Ann. chir. gyn. fenn 
38, Suppl. 3, 407-414, 1949. 7 refs. 


Conduction Anesthesia. Protection Afforded 
the Premature Infant. 

By W. H. Masters and R. W. Ross. J. Amer 
med. Ass., 141, 909-914, Nov. 26, 1949. 10 refs 

691. Employment of Aneurin in Obstetrics as an 
Analgesic and Oxytocic. (La vitamina Bi y su empleo 
en obstetricia como analgésico y occitécico.) 

By F. Munoz Ferrer, R. Ruiz Zurita, and 
L. Esptnar ToLepo Rev. esp. Obstet. Ginec., 
8. 339-361, Sept.-Oct. 1949. 9 figs., bibliography 

692. Effect of Pregnancy on Anaesthesia with Bar- 
biturates of Short Action. Data on Obstetric Analgesia 
with Barbiturates. (Influenza dello stato gravidico 
sulla narcosi da barbiturici ad azione breve. Rilievi 
relativi al parto indolore attuato con derivati bar- 
biturici.) 

By V. and L. Donare tr. 
Ginec., 32. 371-382, Nov.-Dec. 1949. 


690. 


Riv. 
3 refs. 


ital. 
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693. A General Property of Local Analgesics. The 
Capacity to Sensitize Isolated Guinea-pig Uterus to the 
Oxytocic Action of Posterior Pituitary Hormone. (La 


capacita di sensibilizzare l'utero isolato di cavia all’az- 
ione ossitocica dell’ ormone dell’ ipofisi posteriore é una 
proprieta generale degli anestetici locali.) 

By E. Costa, B. and L. Mivant. 
32. 421-431, Nov.-Dec. 1949. 


Riv. 
11 figs., 


ital, Ginec., 
14 refs. 


694. Ether Anaesthesia and Changes in Maternal 
and Foetal Blood Picture. (Anestesia eterea e modi- 
ficazioni ematologiche materne e fetali.) 

By U. Bracate. Arch. Ostet. Ginec., 45, 240- 
257, May-June 1949. Bibliography. 


695. The Use of Curare in Obstetrics. A Prelim- 
inary Report. 

By H. Katzman, J. M. 
Katzman, and S. M. Dopex. 
Columbia, 18, 561-564, Nov., 1949 


FRIEDMAN, 
Med. Ann. Distr. 
9 refs. 

606. Trichlorethylene (Triline) as an Analgesic in 
Labour. 

By H. Nassar. 

653-065, Sept. 1949. 


R. Egypt. med. Ass., 32, 
1 fig., 12 refs. 


697. Anaesthesia in Labour with ‘‘ Tekodin '’ and 
** Lidol [In Russian} 

By A. M. PavLovskKaya 
6, 8-11, Nov.-Dec. 1949 


Akush. Ginec. No 
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698. Course and Treatment of the Puerperium in 
Cases Delivered in Hospital. [In English.) 

By H. Sapramo. Ann. chir. gyn. fenn., 38, 
255-263, 1949. 8 refs. 

699. An Inquiry Into Late Postpartum Hemor- 
rhage. 

By G. 
842, Dec 


F. Metopy. Amer. J]. Surg., 78, 821 
1949. 15 figs., bibliography 


joo. Clinical Evaluation of Sulfamerazine in Post- 
partal and Postabortal Sepsis. 

By L. S. Rosinson and C. G. JoHnson. Amer. 
J. Obstet. Gynec., 58, 166-170, July 1949. 24 
refs. 

The authors report the results of the treatment 
of 88 cases of postpartum and postabortum 
sepsis with ‘‘ sulphamerazine’’ (methylsulpha- 
diazine). They find that it is a practically 
non-toxic drug, relatively more rapidly absorbed 
and less slowly excreted than sulphadiazine, and 
effective against a similar range of organisms. 
Comparison of results with those of a similar 
series treated with sulphadiazine showed the two 
to be approximately equally effective. As 
sulphamerazine is more readily soluble in an acid 
or neutral urine than sulphadiazine and as its 
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toxicity remains low, whether alkalinization is 
carried out or not, the administration of alkalis 
is unnecessary and was omitted in 27 of the 
authors’ cases. Ruth Dearing 


jot. An Extensive Outbreak of Staphylococcal 
Infections in Maternity Units. (The Use of Bacterio- 
phage Typing in Investigation and Control.) 

By J. C. Cotpeck. Canad. med. Ass 
557-508, Dec. 1949. 16 refs 


61. 


7o2. Penicillin-Resistant Staphylococcal Infection 
in a Maternity Hospital. 

By M. Baxser, F. G. J. Hatwoe, and J. E. M 
WHITEHEAD Lancet, 2, 1120-1125, Dec. 17, 
1949. 22 refs 


LACTATION. 

703. Studies on the Immunology of Colostrum. 
(Recherches sur l'immunologie du colostrum.) 

By L. Hirszrecp and |. Lititie-Szyskowicz 
Rev. Immunol., 13, 265-281, 1949. 6 rets 

The colostrum of group O mothers contains, 
for the first 4 days atter delivery, demonstrab'e 
amounts not only of the A and B agglutinins to 
be expected from Landsteiner’s rule, but also of 
agglutinins against O cells. The concentration of O 
agglutinin is usually highest on the first day after 
delivery and thereafter falls rapidly until, by the 
fourth day, no O agglutinin is detectable. The 
concentration of A and B agglutinins im colostrum 
is higher on the first day than that in the serum, 
but falls thereafter, though A and B agglutinins 
can usually be detected after O agglutinin has 
disappeared. The authors explain this by postu 
lating an immunological autonomy of the 
mammary gland whereby the antibodies in it, 
and presumably produced by it, never reach the 
circulation and the susceptible erythrocytes; and 
by supposing that the antigens A, B, O secreted 
into the mammary gland by do not 
react so readily with mammAéry antibody as with 
serum antibody C. L. Oakley 


secretors 


you. The Excretion of Penicillin in Human Milk. 

By R. Rozansxy and A. Brzezinsxy. Lab. 
clin. Med., 34, 497-500, Apr. 1949. 1 fig., 4 refs 

The concentrations of penicillin in milk after 
one intramuscular injection of from 200,000 to 
6oo,.000 units of penicillin G were investigated in 
13 mothers. Penicillin content was estimated by 
serial dilution technique, in to milk-saline 
being used as diluent and the Oxford Staphylo 
coceus as test organism The end point 
was detected by the change from blue to green 
of bromthymol blue. Samples were collected 
with precautions to ensure sterility, after a breast 
feed had been given 

Any sample found to be contaminated was 
rejected. The samples were taken before injection 
and 1, 2, 4, 6, and 9 hours afterwards. Blood 


aureus 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


samples were taken simultaneously in many 
instances. The average maximum concentration 
in milk was 0.3 unit per ml. and this was reached 
after 4 hours. A steady rise occurred after the 
first hour when the average concentration was 
o.1 unit per ml.; this was also the level at 6 hours. 
In 3 instances small quantities were present at 9 
hours. The levels in serum were much higher 
z hours after an injection, but by 6 hours were 
considerably lower, than the corresponding 
levels in milk. J. E. M. Whitehead 


705. Clinical Effect of Luteotrophin on Human 
Lactation. A Preliminary Study. 

By D. M. Perese and A. W. Dippte. 
Surg. Obstet. Gynec., $7, 576-577, Dec. 
8 refs 


W. 
1949. 


Observations on Persistent Galactorrhoea. 
‘A Case of Functional Galactotrophic Hyperpituitar- 
ism.) (Contribucion al estudio de la galactorrea 
persistente (comentarios a un caso de hiperpituitarismo 
funcional galactotropo) .) 

By P. SANTISTEBAN ABAD 
Grimec., 8, 429-437, Nov.-Dec 
refs 


Rev. esp. Obstet. 
1949 1 fig., 17 


INFANT. 
jo). Identification of the Newborn. 
cacion del recién nacido.) 
By M. Escatanre Vittamit and F. ANREU 
Gomez. Obstet. Ginec. lat.-amer., 7, 380-385, 
Aug. 1949. 1 fig., 8 refs. 


(La identifi- 


oS. Sustained Summer Heat and Fever in Infants. 

By H. M. CarpuLto J. Pediat., 35, 24-42. 
July 1949. 4 figs., bibliography. 

Observations were made on 88 infants under 2 
years of age who were patients in Bellevue 
Hospital, New York, during a 5-day heatwave in 
August, 1948. In some cases the temperature of 
normal infants rose to 103° F. (39.4° C.) and of 
newborn infants up to 105.4° F. (40.8°C.) without 
other abnormal signs. Fever was more readily 
provoked in infants with infections, diarrhoea, or 
cerebral defects than in healthy children. The 
liability of infants with cerebral defects to 
develop uncontrollable hyperpyrexia was striking: 
out of 24 such infants (mostly suffering from severe 
congenital forms of cerebral disease) 6 died, for 
it was found that, once established, hyperpyrexia 
tended to be irreversible. There were no deaths 
ipart from this group. The addition of 1 g. of 
sodium chloride to the diet seemed to benefit 
those infants with diarrhoea and pyrexia, but 
did not effect the pyrexia of the other infants. 

D. Gairdner 


Factors in Neonatal Resistance to Anoxia. 
I. Temperature and Survival of Newborn Guinea Pigs 
under Anoxia. 


REVIEW OF CURRENT LITERATURE 


By J. A. MILER. 
29, 1949. 1 fig. 

Raising the body temperature of day-old 
guinea-pigs subjected to anoxic anoxia for 4 or 
4% minutes had a deleterious effect. On the 
other hand, cooling, when accomplished with 
minimal motor activity, was beneficial. It is 
therefore suggested that the practice of warming 
the anoxic baby may be harmful. 

S. S. B. Gilder 


Science, 110, 113-114, July 


710. Forward Subluxation of the Atlas Following 
Birth Trauma. [In Engl.sh.} 

By K. 1. Lounavaara. Acta pediatr., Stockh., 
37, 341-348, 1949. 1 fig., 7 refs. 


7it. Pancreatic Atrophy in Infants with Fatty 
Liver. [In English. 

By P. H. Harrz. Docum. Neer. indon. morb. 
trop., 1, 41-49, March 1949. © figs., 17 refs. 

Recent work on kwashiorkor and fatty liver 
disease has demonstrated the presence of pan- 
creatic atrophy, which has been attributed to 
dietary deficiency and is considered to precede 
the hepatic changes. In the present investigation 
the pancreas was studied in 14 infants in whom 
advanced fatty infiltration of the liver was found 
it necropsy. In only one of these had the fatt 
liver syndrome been observed during life. In all 
of them advanced acinar atrophy was found, 
with a preponderance of intercalated ducts. The 
islets were normal. Advanced atrophy was not 
found in control cases, but slight and moderate 
changes occurred in some. The absence of the 
syndrome of fatty liver disease in cases in which 
advanced pancreatic changes were seen suggests 
that the initial lesion of the syndrome is in the 
pancreas and that the infiltration of the liver 
takes place because of pancreatic dysfunction 


L. Markson 


712. Hernia into the Umbilical Cord and Omphalo- 
cele (Amniocele) in the Newborn. 

By C. D. Benson, G. C. Pensertuy, and E 
J. Hire Arch. Surg.. Chicago, 58, 833-847. 
June 1949. 13 figs., § refs 

Hernia into the umbilical cord occurs when the 
defect in the abdominal wall is limited to the 
umb'lical opening; it is never more than 4 cm. in 
diameter and only contains loops of small bowel 
An omphalocele is present when the defect includes 
the umbilicus and a variable amount of the supra- 
umbilical portion of the abdominal wall; it 
frequently contains the liver and the majority of 
the abdominal viscera. 

The authors of this paper record 3 cases of 
hernia into the umbilical cord, excision of the 
sac and repair of the defect presenting no great 
difficulty in this condition. In one case, however, 
a large Meckel’s diverticulum and atresia of the 
ileum were present, and despite adequate treat- 
ment of these conditions and repair of the hernia 
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the child died. Necropsy revealed many other 
congenital defects. Uuiphalocele with its wide 
defects of the abdominal wall presents a most 
formidable problem to the surgeon. In the past, 
the forcible returning of the viscera to the 
abdomen and primary closure of the abdominal 
wall in layers has led to death from respiratory 
and circulatory embarrassment. The authors 
report the cases of 4 patients with this lesion, of 
whom 3 have lived. Their technique consists of 
excision of the amniotic sac and closure only of 
the skin as a first stage; at the same time any 
other congenital defect which may be present in 
the alimentary canal is dealt with. The second 
stage of definitive closure of the layers of the 
abdominal wall is postponed for from 6 to 18 
months, until it may be performed without tension. 
Great stress is laid on the need for operation within 
a few hours of birth B. G. A. Lilwall 


713. Inflammatory Brain Diseases of the Foetus. 
(Ueber entzundliche fetale Hirnerkrankungen.) 

By W. J. Ercxe. Arch. Gynik., 176, 718-725, 
1949 


jig. Newborn Infant with an Abdominal Mass 
Resembling a Uterus Relatively Enlarged to the Size 
of a Nine Months’ Pregnancy. 

By N. M. Acter. Bull. M. Hague Maternity 
Hosp., 2, 122-124, Dec. 1949. 2 figs. 


715. Congenital Anomalies. May they Recur in 
Siblings? 

By A. CULINER 
Oct. 1, 1949. 8 refs 

With the intention of correcting generally 
accepted fallacies this brief survey of some of 
the recent literature pertaining to congenital 
anomalies has been made. Since many con- 
genitally abnormal children die in utero or, if 
viable, have no gross skeletal changes, the 
incidence of deformity would appear to be less 
than is actually the case. 

Rubella, measles, and mumps have been shown 
to be related to defects, especially of the special 
sense organs and the heart. Specific dietary 
deficiencies, inert dyes, and irradiation are also 
capable of inducing physical disturbances in the 
growing embryo. 

Faults in the paternal or maternal germ cell 
before conception may be responsible for subse- 
quent anomalies in the offspring. Inbreeding 
often results in abnormalities of the child, such 
as deaf-mutism. Some congenital anomalies are 
not transmitted from father to son, but from 
father through daughter to grandson. The 
bipartisan effect of genetic influence, with 
devastating results in the offspring, is shown in 
haemolytic disease of the erythroblastic infant. 
Some inherited defects are lethal, and the 
possibility of the presence of lethal genes must be 
considered in habitual abortion. Most human 
lethal genes are fortunately recessive. Congenital 


S. Afr. med. ]., 23, 816-818, 
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deaf-mutism, 
amauroti 


haemophilia, Friedreich's 
idiocy, and dwarfism are recessive 
characters but Mongolian idiocy, congenital 
haemolytic jaundice, and Huntington's chorea 
arise as dominant mutations 

It has been shown that in a random selection of 
the population the incidence of anomalies is 
approximately 1 per 200 live births, but, when 
the first offspring in a particular family has been 
born with some defect, the chance that the 
abnormality will reappear in subsequent 
pregnancy, not necessarily the succeeding one, is 
about 25 times greater than in the general 
population The older the mother beyond the 
age of 30 years, the greater the incidence of 
defects. A child born later in a family is more 
likely to have a malformation than an older 
sibling. [As regards the social implications, the 
conclusions arrived at by the author are open to 
criticism and not all authorities will agree with 
the ‘‘ moral and legal obligation ’’ he 
impose upon the medical 
which there is prospect of deformity in an unborn 
child. } Lihan Rafter) 
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716. Congenital Affections Resulting from Disease 
of the Mother During Pregnancy. affections 


maladie de pen 


( Les 
congénitales resultant d'une la mére 
dant la grossesse.) 

By L. Rei 


1949. 7 rets 


yiy. The Effect of Smallpox Vaccination During 
Pregnancy on the Incidence of Congenital Malforma 
tions. 

By M. Greenpers, A. YANKAUER, S. KRUGMAN 
J. J. Osporn, R. S. Warp, and Dancis 
Pediatrics, 3, 456-467, Apr. 1949. 1 fig., 18 refs 

In view of the fact that rubella occurring in the 
first 4 months of pregnancy has been alleged to 
cause an ine the incidence of congenital 
foetal abnormalities, and of the fact that vaccinia, 
like rubella, is a generalized virus infection, the 
suthors investigated the offspring of women who 
had been vaccinated during pregnancy, the oppor 
tunity for a large such being 
presented when 5,000,000 persons were vact inated 
in New Yor! n outbreak of 
variola 

The investigation was carried 
health stations and 11 hospitals 
women who 
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as to whether these were congenital abnormalities 
or deviation from normal. It was found that 
4,172 vaccinated women gave birth to 68 
malformed infants, an incidence of 1.63 per cent, 
while 2,186 unvaccinated women gave birth to 
30 malformed infants, an incidence of 1.37 per 
cent The difference in incidence is_ not 
statistically significant. The incidence of prema- 
turity was 5.2 per cent in the vaccinated group 
and 8.4 per cent in the unvaccinated group. 
Since many congenital abnormalities result in 
early death, the neonatal death rate from con- 
genital abnormalities in the City of New York 
during a period which would include all those 
infants of o-3 months foetal age at the time of 
the widespread vaccination was calculated and 
found to be 48.8 per 10,000 live births; for the 
corresponding period in the preceding year the 
rate was 47.2 per 10,000 live births, the difference 
being again not statistically significant. Similarly 
no significant increase could be found in the 
incidence of stillbirths during the relevant period. 
P. T. Bray 
718. Congenital Affections Resulting from an 
Avitaminosis of the Mother During Pregnancy. (Les 
iffections congénitales résultant d'une avitaminose de 
la mére pendant la grossesss 
By R. Hovet Rei med 
1949. 10 refs 


Liége, 4, 


635-6900, 


Discordant Amniogenic Abnormalities of 
Development in Uniovular Twins; a Contribution to 
the Study of Symmetrical Facial Clefts. (Diskordante, 
Entwicklungsstorung bei eineiiger Zwill- 
zugleich ein Beitrag zum Wesen 
Gesichtsspalten 
Zbl. 
figs., 
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imniogene 
ingsschwangerschaft 
ymmetrischer 

jy G. B. GRUBER 
384, Oct. 14, 


path 
9 refs. 


Anat., 85. 


1949 


20. The Significance of the Liver for the Genesis 
of Icterus Neonatorum. Die Bedeutung der Leber fur 
des Icterus neonatorum. ) 

3y |. H. Napre and |. 
176, 781-792, 1949. 8 figs., 11 
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gat. The Management of the Premature Infant. 
By R. Lovi McGill med. ]., 18, 250-255, 
Dec. 1949. 9 refs 


2 Feeding of Premature Babies. 

By F. J. Forp. Lancet, 1, 987-094, June 11, 
1949 4 figs., 23 refs 

The author of this paper is concerned with the 
problem of simplifying the routine of caring for 
premature babies in view of the shortage of 
nurses trained for this task, and with this object 
he has examined the reports made by a number 
of writers on the subject. He found widely 
differing opinions about caloric and fluid require- 
ments and questions the usually acc epted views 
ibout the stomach capacity of premature and 
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full-time newborn infants. He describes a 
routine of management of premature babies 
adopted in the Glasgow Corporation maternity 
units, advocating a standard daily fluid intake 
of 2.5 fl. oz. per lb. of body weight (160 ml. per 
kg.) from birth, given at first as water, but from 
the 4th day as breast milk or dried, half-cream 
cow's milk adjusted to give 20 Calories per fi. oz 
(0.7 Cal. per ml.). From a clinical test of 
the relative values of breast milk and dried 
evaporated cow's milk mixtures, the author 
concludes that unmodified breast milk is the 
most satisfactory food for the first ten days ot 
life since the initial weight loss is smaller and 
ind the infant starts to gain earlier, but that 
after this period the weight curves of infants fed 


on each type are similar, provided that com- 
parable amounts are given. He recommends 3- 
hourly feeds from birth, starting “‘ as soon as 


possible 


t 


when the breathing is properly 
established,’’ 


thus differing from most authors, 


who advocate at least 12 and often more than 
24 hours initial starvation. Frequent recourse to 
tube feeding is also an unusual feature of the 
routine recommended YW. Baber 

223. The Treatment of Premature Infants with 
Vernix Caseosa. (Koraszuléttek kezelése magzat- 
mazzal, ) 

By G. JANaKy Orv. Hetil., 90, 815-817, De 
11, 1949. 26 refs 


p24. Acute Respiratory Disorders Among Newborn 
Infants in Obstetric Nurseries. Experience in New 
York City, 1940 to 1948. 


By H. ABRAMSON Amer. ]. Dis. Child , 78 
883-891, Dec. 1949. 21 refs 

725. Clinical Features of Sepsis in Children. {In 
Russian. | 

By G. N. Sptransku, A. S. Rozentar, and 
E \ RAKHMEI Klin Med., Mosk., 27, 
No. 6, 17-26, June 1949 3 figs., 15 refs 


This article is based on observations of 45 
neonatal and infantile 
cases of toxaemia 


20 cases of 


Cases of 
15 were 
infections, 
of pyaemia 


of which 
localized 


Cases 


sepsis, 
due to 
sepicaemia, and 
Of the 20 cases of septicaemia 13 


were due to umbilical sepsis, while in the 
remaining 7 the source of infection was not 
discovered. Of the 10 cases of pyaemia 4 were 


due to umbilical sepsis and 2 to skin infection; 


in 2 the cause was not discovered. Twelve 
infants with septicaemia and 3 with pyaemia 
were under a fortnight old when the condition 


was diagnosed 


This the authors explain by the 
more acute and sudden onset of septicaemia, and 
by the lower resistance of the newborn to sepsis. 

Four of the children were premature; in only 
one case was there a history of difficult labour, 
and the weight of infants born at term was up to 
or above 


the normal birth-weight. The pre 
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senting symptoms of neonatal sepsis include loss 
of appetite, vomiting, loss of weight, and nervous 
disorders. In septicaemia, anaemia is not a 
marked feature, but in pyaemia, when = 
purating foci are present, it may be severe. n 
septicaemia the osmotic resistance of the erythro- 
cytes is raised; in the phase of remission it is 
lowered, and the haemoglobin value falls, as does 
the erythrocyte count. This explains the absence 
of anaemia in the patients admitted to the clinic; 
they were in an early phase of the disease, and 
anaemia only developed later. 

In both forms of sepsis, neutrophilia, with a 
shift to the left, was observed. In septicaemia, 
eosinophils were often absent, in pyaemia, always. 
As toxaemia disappeared the eosinophils returned, 
and in the stage of recovery the eosinophil count 
reached 6 to 10 per cent 

Of the 30 children with generalized sepsis, 6 
had an acute haematogenous osteomyelitis, 
which may be regarded as a local manifestation 
of a general septicopyaemia. In 4 of these cases 
the bone infection originated from a pyodermia. 
Radiographic evidence of osteomyelitis was 
obtainable only at a late stage of the disease, 
when destructive lesions had already formed 
Osteomyelitis in young infants was usually 
situated in the region of the epiphyses 

In the acute phase of septicaemia, pneumo 
graphic records showed irregular breathing, with 
a long pause between expiration and inspiration. 
In pyaemia, this was observed only in 2 children 
with very grave toxaemia 

L. Firman-Edwards 

726. Infantile Diarrhoea and Vomiting. A Clinical 
and Bacteriological Investigation. 

By J. Taycor, B. W. Powett, and |. Wricur. 
Brit. med. ]., 2, 117-125, July 16, 1949. 17 refs 

The authors describe a bacteriological study of 
cases of gastro-enteritis in a nursery for the new- 
born, a mothers’ and babies’ hostel, a residential 
nursery, and a children’s hospital. No recognized 
intestinal pathogen isolated, virus investi- 
gations of fatal cases were negative. <A _ special 
strain of Bacterium coli, referred to as Bact. coli 
D 433, was isolated from 63 out of 106 of the 
babies, including all of 9 affected babies in one 
hospital, all of 22 in another, and 21 out of 23 
in a third. The cases occurred in seven counties 
and at different times of the year The 
organismn was not obtained from any of the 208 
babies in the control groups but was isolated 
from any of the 4 of 84 adult contacts and 9 out 
of 34 baby contacts. It was impossible to assess 
the aetiological significance of the organisms. 

R. S. Illingworth 


was 


727. Observations on the Treatment of Infantile 
Gastroenteritis. 

By C. Z. NEUMANN 
July 16, 1949 


Brit. med. ]., 2, 132—134, 
3 figs., 25 refs. 
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The author suggests that histamine is one of 
the chief factors in causing the dehydration in 
gastroenteritis He accordingly administered 
“ benadryl’ in conjunction with sulphameza 
thine in a group of cases, and claimed that the 
drug caused a rapid diminution in vomiting, 
toxaemia, and the number of stools passed per 
day R. S. Iliingworth 
Index of Infants in Severe 
[In English 
HALLMAN and J. Kauntio 

38. Suppl. 3, 48-60, 1949 


725. Prothrombin 
Gastroenteritis. 
By N 
gyn. fenn 

iz refs 


Ann. chi 


5 figs 


729 Streptomycin Treatment of Septicaemia and 
Meningitis due to Intestinal Organisms in Infants. 

By R. Deart and P. Mozziconacct Brit 
med. J., 2. 451-454, Aug. 27, 1949. ©6 refs 

his paper records the results of treatment of 
41 cases of infection due to organisms of the 
Salmonella, Bactermmm coli, and similar groups 
Previously infections have always ended 
fatally, but streptomycin therapy has now given 
ippreciable results. In the present series of 41 
bacteriaemia was demonstrated at some 
stage during the disease in every case The 
authors divide these 41 infants into two groups 
(a) 16 with septicaemia but no meningitis, and (b 
without septicaemia 
alimentary symp 


these 


Cases 


25 with meningitis with or 
In cases of septicaemia only 
toms dominated the clinical picture These 
consisted of diarrhoea, vomiting, and abdominal 
distension, associated with fever, rapid loss of 
weight, intense dehydration, and cyanosis 
Complications in the form of otitis, mastoiditis 
or pyelitis developed in some of these 
infants. A leucocytosis, with an average polymor 
phonuclear count of 72 per cent, was present in 
ill but 4 cases The meningitic form was usually 
with classical physical signs but 
occasionally was latent and only discovered by 
examination of the cerebrospinal fluid Strepto 
of 0.05 to 0.01 g per 


associ ited 


mycin was given in a dose 
kg. body weight daily by intramuscular injection, 
an oral dose of o.1 to 0.3 g. daily in divided 
sometimes added In cases of 
o.o25 was injected intrathecally 
; days and thereafter once a day 
In addition, sulphadiazine—o.3 to 0.4 g. per kg 
body weight given by mouth 
and penicillin intramuscularly in cases of super 


added 


being 
meningitis 
twice d for 


doses 


was sometimes 
infection 

The sensitivity of the 
mycin was assayed from time to time 
treatment, but there did not appear to be 
clear relation between the resistance of 
organisms and the clinical course of the 

Recovery was usually rapid in those suffering 
ind in all but 4 of 16 such 
cases the child recovered Cases of meningitis 
presented a much more and difficult 
problem, and cure seems to be possible only 


organisms to strepto 
during 
any 
the 
case 


from septicaemia 


serious 
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when treatment is instituted promptly; 19 of the 
25 cases ended fatally. jas. M. Smeilie 


730. Haematological Data on Cord Blood. (Hama 
tologische Daten des Nabelschnurblutes. ) 

By G. Gaentcens. Geburtsh. u. Frauenheilk, 
9, 940-942, Dec. 1949 


>31. The Management of Hemolytic Disease of the 
Fetus and Newborn Infant. [In English.] 

By H. WaLLersTeIN. Acta. haematol., Basel, 
2. 349-308, Dec. 1949. 3 figs., 49 refs. 


732. Treatment of Haemolytic Disease of the New- 
born by Early Caesarean Section and Exsanguination” 
Transfusion. (E! tratamiento de la enfermedad 
hemolitica fetal por la operacion cesdrea precoz y la 
exanguineotransfusion. ) 

By M. Luis Perez and M. MARGULIEs. 
Grinec. lat.-amer., 7, 370-380, Aug. 1949 
23 


Obstet 
7 figs., 


743. Treatment of 160 Cases of Erythroblastosis 
Foetalis with Replacement Transfusion. 

By J. J. van Locuem, J. H. van Botnuts, J 
M. Soerers, and G. M. H. VeEenektaas. Brit 
med. J., 2. 49-53, July 9, 1949. 3 figs., 15 refs 

Keplacement transfusion carried out 
through a rubber Nélaton catheter passed into 
the umbilical vein, by alternately aspirating and 
injecting blood by means of 20-ml. syringes. 
The method is described in detail. The indica 
tions for exchange transfusion are considered, 
ind the results in infants are described 
briefly The mortality rate in this series was 
22.5 per cent; the causes of death included air 
embolism, incompatible transfusion, infection, 
haemorrhagic tendency (possibly due to heparin 
employed as anticoagulant in transfused blood), 
delayed transfusion, undue prematurity, and 
extremely severe haemolytic disease. 


A. Brown 


160 


744. Treatment of Haemolytic Disease of the New- 
born by Exsanguination-transfusion (with or without 
Induction of Labour). Results in 34 Cases. (Traite- 
ment de la maladie hémolytique du nouveau-né par 
l exsanguino-transfusion (avec ou sans accouchement 
provoqué avant terme) .) 

By S. Bunor. Rev. Hémat., 4, 246-293, 1949 
Bibliography 

Details are given of the the methods used for 
selecting those mothers whose offspring are likely 
to suffer from haemolytic disease of the newborn 
If the direct Coombs test is positive in cord blood, 
exchange transfusion is performed. If the case 
after delivery, all infants in whom 
jaundice is increasing during the first 24 hours 
are treated in this way 

Of 34 infants, zo recovered from the haemolytic 
disease, 3 survived though they had neurological 
disorders, and 11 died. One infant had hydrops 
foetalis and died, while of 11 with haemoglobin 
value in cord blood of less than 10 g. per too ml 


is seen 
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one died, and of 4 with a haemoglobin value of 
over 10 g. per 100 ml. one died. The authors 
propose a classification of risk, according to the 
signs which have appeared before transfusion is 
started G. Discombe 


Rh Sensitization and Replacement Transfusion 

By M. SHaptro. S. Afr. med. ]., 23; 576-583, 
July 9, 1949. 9 figs., 15 refs. 

After summarizing the history of the discovery 
of Kh groups, the author tabulates their incidence 
in white races and mentions that 95 per cent or 
more of the Bantu are Kh-positive, with pre- 
dominant type Rh, (cDe). The inheritance of the 
Rh factor and the methods of sensitization, by 
direct transfusion and by pregnancy, are con 
sidered. The amount of blood necessary to 
sensitize a patient has been estimated by Levine 
at as little as 0.13 ml. The effect can be pro- 
duced by intramuscular injection as well as by 
the intravenous route. The mode of action of 
the two types of antibodies is described and the 
methods of testing for their presence outlined 

It is possible by regular antenatal studies to 
predict with a fairly high degree of accuracy the 
occurrence of haemolytic disease of the newborn. 
The out’ook for affected infants has improved 
tremendously during the past decade Before 
transfusion therapy, the mortality rate was 
quoted as between 70 and 80 per cent. Now, 
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with early delivery when indicated and replace- 


ment transfusion at birth, the mortality rate in 
erythroblastosis of the newborn should not be 
higher than 10 per cent. The author describes 6 
of his own cases of replacement transfusion, in 
which all the infants have survived. The opera- 
tion of replacement transfusion is described 

The author employs a “ polythene ’’ catheter 
introduced through the great saphenous vein into 
the inferior vena cava and a Drummond trans 
fusion apparatus employed as a 3-way syringe 
This apparatus is ideal, because there are no stop- 
cocks and it can be manipulated with one hand 

Heparinization of the infant's blood and con- 
centration of the donor’s blood to 15 g. per 100 
ml. by aspiration of a portion of the citrated 
plasma were useful aids Lilian Raftery 


736. Intensive Immunization of an Already Sen- 
sitized Rh-negative Woman; Birth of a Mildly Diseased 
Baby. 

By E. N. East and C. M. Marr. Lab. clin 
Ved., 34, 983-991, July 1949. 2 figs., 11 refs. 

A stillborn hydropic infant with erythroblas 
tosis was born at term to an Rh-negative woman 
who had had three pregnancies and a transfusion 
of her husband’s blood. An attempt was made 
at desensitization by intravenous injection of 
from 2 to 50 ml. of the husband’s blood. An 
extremely high titre of antibody was produced; 
this titre later fell and became stabilized. The 
patient then became pregnant and received intra- 
muscular injections of the husband's blood 
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throughout tie pregnancy; a mildly erythro- 
blastotic infant survived. At birth the Coombs 
test with the infant's erythrocytes was negative 
but the albumin anti-D titre in cord blood serum 
was 1 in 4,096. At 3 weeks antibodies were still 
demonstrable in the infant's serum. 

Marjorne Le Vay 


?37~— The Occurrence of Unusual Positive Coombs 
Reactions and M Variants in the Blood of a Mother 
and Her First Child. 

By R. Jakosowicz, L. M. Bryce, and R. T. 
Simmons. Med. J. Aust., 2, 945-948, Dec. 31, 
1949. 16 refs. 


735. Prophylaxis of Erythroblastosis Foetalis with 
Tocopherol (Vitamin EB). (Prophylaxie de l'éry 
troblastose faetale par a-tocophérol (Vitam.n E).) 

By B. S. Ten Berce and F. J. J. Van Assen. 
Progr. méd., Paris, 77, 511-515, Nov. 24, 1949. 
9 refs 


749. Osseous Changes in Erythroblastosis Fetalis. 

By W. L. Janus and M. W. Dierz. Radiology, 
53. 59-65, July, 1949. 4 figs., 10 refs. 

The authors studied the radiographs of the 
wrists and ankles of 21 newly born infants suffer- 
ing from erythroblastosis foetalis. They found 
definite changes in 9 of these; in 6 there was a 
narrowed zone of increased density at the distal 
end of the diaphysis of the radius, ulna, tibia, 
and fibula, while a further 3 showed in addition 
to this an adjacent zone of translucency on the 
diaphysial side of the dense band. These changes 
bore a relation to the gravity of the illness; those 
infants without bone changes were the least ill 
and recovered more rapidly In 4 cases which 
were followed up these changes had disappeared 
but thin ‘‘ growth arrest ’’ lines were evident. 

Prematurity, congenital syphilis, and bismuth 
poisoning (due to treatment of syphilis) may all 
produce changes identical with the above or nearly 
so. The authors consider that the changes are due 
to interruption of development of endochondral 
bone and are not specific. In the severe case the 
changes are sufficiently well marked to make it 
likely that lateral films of good quality taken 
prenataily will reveal the bony abnormality im 
utero A. M. Rackow 


740. Congenital Hemolytic Disease Resulting from 
A-O Isoimmunization. 

By N. Mitcuert, A. H. Moss, B. Repnex, H 
Levy, and I. J. Greenstatr. Pediatrics, 3, 813 
819, June 1949. 1 fig., 11 refs 

Whereas most cases of haemolytic disease of 
the newborn can be shown to be due to an 
incompatibility between mother and foetus as 
regards the Kh antigens occasional cases 
apparently occur with no such incompatibility 
but with an incompatibility in the ABO system 
There is much scepticism that ABO incompati- 
bility is the cause. The present authors record 3 
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such cases in 
jaundice 
Kh positive 
demonstrated 


which the infant died with severe 
In each case the mother was group O 
and no Rh antibodies could be 

in the serum, but increased anti-A 
titres were noted Evidence is presented that 
titres represent an immune antibody. The 
infants in each instance were regarded clinically 
and at suffering from haemolytic 
diseas« Kernicterus was pronounced in each 
In one case immune anti-A antibody was demon- 
strated in the infant's This 
therefore the most convincing of the three. No 
report is made of attempts to exclude familial 
haemolytic icterus or possible iso-immunization 
than ABO MN, ind Kh 

John F. Loutit 

‘4t. Haemolytic Disease of the Newborn due to 
Antibodies. 

By K. E. Boorman, B. E 
TRINICK Lancet, 1, 
1 fig., 11 ref 

Iwo cases of 


the 


necropsy as 


serum Cas Is 


in systems other 


Dopp, and kK H 


1088 June 25, 1949 


haemolytic disease of the new 
born are reported in which evidence was obtained 
that the was caused by anti-A antibodies 
in the maternal serum 

The first infant was a binovular 
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Wheat Germ in infant Feeding. (1 


trigo en la alimenta n del lactante 
By B. TarackNna pet IN ind | 
LESTACHE CABRERA 


865, June 1949 


CSARRIDO 
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The authors have made a detailed study of the 
composition of wheat germ and of the results 
obtained from experimental feeeding. |Wheat- 
germ flour is a hyper-protein food and hydro- 
carbon containing the two essential amino-acids, 
simple sugars, and an abundance of vitamin-B 
complex. It is not a complete food item either 
for experimental rats or for infants, but is an 
excellent complementary food when given in 
doses of 25 g. during the first 3 months and 40 g 
from then onwards The authors found that 
when wheat germ given to 44 infants they 
gained weekly an average of 54.27 per cent more 
weight than when the wheat germ was omitted 
from the diet René Méndez 


was 


744. Unexpected Death in Infancy. (La muerte 
inesperada en el miho.) 
By F. Sancho MARTINEZ Acta pedidtr. esp., 
7. 933-9075, July 1949. 15 figs., bibliography. 
The author observed that death was sudden in 
25 per cent of 169 fatalities in children. The 
influences of hospital, illegitimacy, age, con- 
genital syphilis, maternal tuberculosis, prema- 
turity, and congenital weaknesses on this figure 
Considerable lymphoid hyper- 
plasia of the thymus was found in three cases. A 
long list of sudden death is given, 
including asthma, nervous diseases, 
cerebral haemorrhage diabetes, tetany, and 
epsis Sudden death may be due to mechanisms 
in themselves or to stimuli, often trivial, 
iting unfavourably on already unstable systems 
René Méndez 
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of the Foetus: Clinical 
Fruchttod: Klinischer 


Intrauterine Death 
Aspects. Der intrauterine 
Teal.) 

By W. NeuweiLer. Gynaecologia, Basel, 127. 
307-435, June 1949. 6 figs., bibliography 

The author discusses the clinical aspects of 334 
intrauterine foetal death studied at the 
Gynaecological Clinic of Berne University. The 
frequency, aetiology, symptomatology, diagnosis, 
ind prevention of intrauterine foetal death, the 
mechanism of expulsion of the dead foetus, and 

puerperium after its birth are discussed in 
it detail [but obviously only a few points can 
mentioned in a short abstract] 

Intrauterine foetal death occurrred in about 1 
per cent of all pregnancies and was equally fre 
quent in primigravidae and multigravidae, except 
that there was an increased frequency in elderly 
primigravidae As regards maceration at birth, 
ilmost half the dead showed none 
or only that of the first degree; roughly one-third 
exhibited second degree;and about one-fifth third- 

maceration In 20 per cent of cases no 
could be detected, and in 19.5 per cent 
was toxaemia. Maternal syphilis 
responsible in 5.8 per cent, and other 
maternal infections in 3.4 per cent No foetal 
death was due to tuberculosis Cardiac failure 


ises ol 


foetuses 


cles 
cause 
there 


was 


maternal 
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and chronic nephritis in the mother each caused 
death of the foetus in 1.3 per cent. Anomalies 
of the placenta were held responsible in 3.9 per 
cent, ‘‘ cord round the neck "’ in 7 per cent, and 
foetal malformations im 6.3 per cent. Placenta 
praevia was present in 6.5 per cent, 
erythroblastosis in 6.5 per cent, and post- 
maturity in 4.7 per cent Malpresentations 
of the dead foetus were found in 30 per cent. 
In addition to the well-known clinical signs, the 
following may be useful in diagnosis: failure to 
record a foetal electro-cardiogram, observation 
on the radiograph of the halo-formation round the 
foetal head, and failure of the foetus to swallow 
the injected dye during amniography; the foeto- 
gram (see Abstracts of World Surgery, 1949, 5. 
384) may also be helpful N. Alders 


745. Foetal Death im ufero Aetiology and Path- 
ology. (La mort du fetus in utero: Etiologie, an- 
atomie et physiologie pathologiques.) 

By M. Sorpa Gynaecologia, Basel, 127, 
337-306, June 1949. 3 figs., 26 refs.’ 

This paper deals with foetal death ‘m= utero 
occurring after the 28th week of pregnancy but 
before the onset of labour The factors in the 
causation of antenatal death are classified as 
follows: mechanical, physical, and chemical 
agents; parasitic, microbic, and virus diseases; 
circulatory disturbances and asphyxia; incom- 
patibility between maternal and foetal blood; 
malformations, tumours, hormonal factors, 
alimentary deficiencies, genetic factors, and foetal 
disease The causes may also be classified as 
maternal, foetal, materno-foetal, and foeto-foetal 
(in twin pregnancies), though these overlap quite 
frequently 

The pathology of foetal asphyxia and infection 
is studied in great detail on the basis of necropsies 
performed in Geneva and Lausanne. The typical 
lesions found in asphyxia were: (1) General 
visceral congestion and haemorrhages; the latter 
were absent in the cord membranes, and 
placenta. (2) Diminution in pulmonary density 
the result of forcible aspiration of amniotic fluid 
which has a density of 1007, into the alveoli of 
the lung, which when collapsed has a density of 
1080. Under the microscope these lungs look as 
if they had breathed, the amniotic fluid having 
disappeared during preparation of the section 
They do not, however, float in water The 
diagnostic importance of this discrepancy is 
stressed (‘‘ docimasie negative paradoxale "’ 
Three types of infection are distinguished 
amniotic, ascending placento-foetal, and double 
haematogenous infection A combination of 
these three types is not infrequent Amniotic 
infection usually follows premature rupture of the 
membranes, but is occasionally due to penetra- 
tion by the infecting organisms of the intact but 
infected membranes or, very rarely, to the exten- 
sion of an area of endometritis The following 
changes may be found: membranitis with leuco- 
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diapedesis from the umbilical vessels; funiculitis 
with leuco-diapedesis from the umbilical vessels; 
and changes in the placenta consisting of leuco- 
cytic infiltrations from the foetal vessels of the 
chorionic plate and from maternal vessels, into 
the intervillous spaces in contact with the 
chorionic plate juxta-amniotic intervillositis 
Leucocytes of both maternal and foetal origin may 
penetrate into the amniotic fluid from the mem- 
branes, the cord, and the placenta. In this type 
of infection there is no reaction on the part of the 
decidua or the villi, or of intervillous spaces other 
than juxta-ammotic. There is no fibrin forma- 
tion in the membranes; thrombi in the foetal 
vessels develop only occasionally. Foetal changes 
in amniotic infection are conjunctivitis, otitts, 
rhinitis, and bronchopneumonia: no fibrin forms 
in the latter because of the physiological hypo- 
prothrombinaemia of the foetus. Ascending 
placenta-foetal infection may be found with 
separation of the placenta not extensive enough to 
cause foetal death. Ascending infection reaches 
the decidua and extends into the underlying 
intervillous spaces (‘‘ juxta-decidual intervillo- 
sitis "'), whence it spreads into the villi and, by 
way of the foetal blood stream, into various foetal 
organs. A suprarenal abscess, purulent (but not 
fibrinous) pericarditis, a lung abscess, or foetal 
bacteriaemia may be found. In the case of double 
haematogenous infection, the infecting organism 
is carried by the maternal blood stream into the 
intervillous spaces, traverses the villi, penetrates 
into the foetal vessels, and arrives at various 
foetal organs by a second haematogenous dis 
semination 

his article is instructive and is worth study- 
in detail.] N. Alders 


746. Pediatric Suggestions to Reduce Neonatal 
Mortality 

By M. Werscuser and J. H. Lapin. New York 
St. J]. Med., 49, 2829-2832, Dec. 1, 1949. 38 refs. 


747. Effect of Obstetric Difficulties and Maternal 
Disease on Premature Infant Mortality. 

By E. S. Taytor, J. R. PuHacen, and H. L 
Dyer. J. Amer. med. Ass., 141, 904-908, Nov. 
26, 1949 1 fig., 18 refs 


MATERNAL MORTALITY AND 
MORBIDITY. 


748. Maternal Mortality in Illinois Hospitals, 1943. 
1947. 

By C. NewBerGcer. Illinois med. J., 96, Nov. 
1949 3 figs. 


749. The Mortality Rate from Puerperal Sepsis in 
the Maternity Hospital, Barcelona, During the Present 
Century. (La mortalidad por sepsis puerperal en la 
maternidad de Barcelona en lo que va de siglo.) 

By C. Carcetrer, R. Fuster, and L. Guiiera. 
Med. clin., 13, 238-243, Oct. 1949. 3 figs. 


. 


2g6 
750. Conservative Postural Treatment of Pubic 
Separation. (Disyuncion pubiana. Tratamiento in- 
cruento postural.) 
By B. Rivas Diez and P. Franco 
Cienc. af., 11, 645-636, Nov. 1949 


Rev. Med 


75t. Postpartum Optic Neuritis Due to Multiple 
Sclerosis. 

By H. W. Hawn. | 
Dec. 1949. & refs 


Lancet, 69. 431-432, 


752. Varicose Aneurysm of the Left External 
Pudendal Vein, after Puerperal Phiebitis, Simulating 
Femoral Hernia. (Aneurisma varicoso da veia pud- 
enda externa esquerda, pos-flebite puerperal, simulando 
hernia crural.) 
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{In English.] 
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744. Difficult Labor in Relation to Forceps 
Delivery. 

By A. B. Hunt 


Orleans med. Surg. ] 
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755 A’ Technique of Prophylactic Symphysiotomy 
in Breech Delivery. 
By G. Rustia 
July-Aug. 1949 


Philippine J]. Surg., 4, 
5 figs. 4 refs 
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766. Statistical Deductions from Personal Exper- 
ience of Complementary Symphysiotomy. (Deduc- 
ciones estadisticas de mi experiencia sobre la sinfisio- 
tomia de complemento.) 

By M 5S. SALaRicu 
Obstet 4% 450, 
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75 A Phantom Episiotomy. (Een episiotomie 

phantoom. ) 
By 

49. 414 


<8 Widening the Indications for Incision of the 
Cervix. Indikationsausbreitung der 
Muttermundincision. ) 

ty Szentr-Pacy 
330-338, Nov. 1949 


HlorrmMaNnn Ned Tijdschr. Ver 


losk 416, 1949 2 fies 


(Ueber die 
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750. The Use of Sulfathiazole Powder in the Vagina 
Immediately after Completion of Delivery. 

By C. W. Rorrer and R. H. Lone 
J. Obstet. Gynec 57. 925-932, May 
refs 

In a preliminary study sulphathiazole powder 
was dusted into episiotomy wounds and vaginal 
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laceration before suturing. This was beneficial 
in most cases, but in some wounds healing seemed 
to be delayed. The technique was therefore 
changed so that, after suturing, 5 g. sulphathiazole 
powder was instilled deeply into the vagina and 
spread up to the cervix. The control series was 
composed of patients delivered by other members 
of the staff and receiving no sulphonamide. In 
the treated patients a diminution in the amount 
and offensive odour of the lochia was noted. 
There was redness and oedema of the wounds in 
19.3 per cent of treated patients compared with 
40.5 per cent of control patients. A correspond- 
ing reduction in pain and increase in general well- 
being occurred Aileen M. Dickins 


The Physiological Effects of Curare: Its 
Failure to Pass the Placental Membrane or Inhibit 
Uterine Contractions. 

By P. Harroun and C. W. FIsHEerR 
(rynec. Obstet., 89, 73-75, July 1949. 9 refs. 

Ihe present study was undertaken in an effort 

to add to our knowledge of the pharmacology of 
curare and to establish an experimental basis for 
its use for operative deliveries should the need 
arise 

The authors state that at the University of 
California Hospital they have had no reason as 
yet to use curare in deliveries of any type. 
Muscular relaxation is not needed in classical 
Caesarean section, and instrumental deliveries 
from below are more easily carrried out with 
simpler anaesthetic techniques However, the 
use of curare might be advantageous in certain 
situations, such as emergency intra-abdominal 
surgery in which an infant is to be delivered at 
the same time, extraperitoneal Caesarean section, 
and certain forceps deliveries 

To a number of pregnant bitches near term doses 
of curare sufficient to cause apnoea were adminis- 
tered. After premedication with atropine, 30 to 
8o units of ‘‘ intocostrin’’ was injected intra- 
venously As as relaxation and apnoea 
occurred an oro-tracheal tube was _ inserted, 
attached to a breathing bag and a cylinder of 
oxygen. The nerves of the abdominal wall were 
blocked with 1 per cent procaine with adrenaline 
ind Caesarean section was performed. ** Con- 
trolled respiration’ with oxygen was continued 
until the effect of curare had worn off, and the 
dog was breathing well. In all cases the results 
were identical. The 69 pups showed no sign of 
curarization, breathing and squirming normally. 
In every case the uterus contracted normally and 
recovery was uncomplicated Into one lively, 
breathing, delivered puppy 4 units of intocostrin 
injected into the umbilical vein, causing 
apnoea in 15 seconds In one case in which 
curare-nitrous oxide anaesthesia was used for 
hysterotomy and sterilization of a woman, results 
were similar 

The authors conclude that curare in apnoei 
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dogs does not pass the placental membrane or 
inhibit normal postpartum uterine contractions, 
and that these findings can be applied to human 
patients. Lilian Raftery 


761. Indications for Cesarean Section. 

By W. A. Boice. J. lowa St. med. Soc., 39. 
545-550, Dec. 1949. 

762. Vaginal Haematoma asa Rare Indication for 
Caesarean Section. (!iaematoma Vaginae als seltene 
indikation fur den Kaiserschnitt.) 

By A. SALOHEIMO. Ann. chi 
445-455. 1949. 39 refs. 
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703. Cesarean Sections—1937 to 1946. 

By |. DatcHMan and W. PoMERANCE. 
J. Surg., 77. 555-562, May 1949. 4 figs 

During the 10 years covered by this study, 
there were 36,338 deliveries in the Jewish Hos 
pital of Brooklyn, New York, 1,441 of which were 
by Caesarean section, an incidence of 3.96 per cent 
On further analysis, the percentage was found to 
rise from 2.7 at the beginning of the period to 4.1 
at the end, the reason for this being the increased 
safety of the operation to-day and a broadening 
of its indications. The authors adhere to the 
dictum “‘ once a Caesarean, always a Caesarean,”’ 
and repeat operations make up a quarter of the 
total. More patients with placenta praevia and 


Amer 


progressive pre-eclampsia (not suitable for induc- 
tion of labour by the usual methods) are treated 


by section to-day than previously, but its use in 
cardiac cases has decreased, vaginal delivery 
followed by puerperal sterilization, if necessary, 
being preferred. The maternal mortality during 
the second 5 years was 0.56 per cent, compared 
with 1.54 per cent during the first 5 years, while 
maternal morbidity fell from 50 to 25.1 per cent 
This decrease is considered to be due to the 
following factors: (1) the better pre-operative 
preparation of the patient, including blood trans 
fusion if necessary; (2) the early, and, in some 
cases, prophylactic use of antibiotics and sulpha 
drugs; and (3) the use of extraperitoneal section 
when indicated. Fatal sepsis was almost absent 
in the last 924 cases. The mortality in cases of 
elective operation was 0.59 per cent and in non 
elective cases 1.3 per cent. During the second 5 
years the mortality for all operations (0.54 per 
cent) was nearly the same as that for elective 
sections only during the previous 5 years (0.59 
per cent). Death was attributable to the 
anaesthetic in 3 cases, in 2 of which spinal, and 
in the third general, anaesthesia was used; in view 
of this the authors recommend local analgesia as 
the method of choice. Death in 3 cases was due 
to embolism, in 2 it was associated with removal 
of an ovarian cyst, and one with myomectomy, 
possibly being related to the marked vascularity 
of these tumours during pregnancy. The foetal 
mortality (5.3 per cent, or 3.4 per cent excluding 
non-viable and premature foetuses) showed no 
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reduction on that in previous years, but the 
authors consider that if more cases of placenta 
praevia were treated conservatively until the 
foetus is of a reasonable size some improvement 
might result Mary Pollock 


764. A Report on the Cesarean Sections done in 
St. Vincent's Hospital, New York. 

By J]. P. Hennessy. Amer. ]. Obstet. Gynec., 
57, 1167-1185, June 1949. 4 figs., 7 refs. 

A series of 536 Caesarean sections performed 
between 1932 and 1946 by 32 different surgeons is 
reported. The overall incidence was 1 in 29 
deliveries but varied from 1 in 17 in the private 
cases to 1 in §7 in the ward group. There was a 
fairly steady rise in the incidence—from 1.5 to 
2.7 per cent in ward cases and 3.4 to 6.g per cent 
in private cases. The operations consisted of 55.4 
per cent lower-segment sections, 40.1 per cent 
classical operations, 3 per cent extraperitoneal 
sections, and 1.5 per cent Porro hysterectomies. 
There was a relative increase in the lower segment 
type of operation as the years passed. The main 
indications for operation were: contracted pelvis, 
44.77. per cent; cephalo-pelvic disproportion, 
15.29 per cent; placenta praevia, 6.15 per cent. 
In general, repeat section was considered wise no 
matter what the indication for the previous opera 
tion, unless the head was well down and the 
cervix taken up. Placenta praevia was treated 
by the lower-segment operation in primiparae and 
in many multiparae. Caesarean section was a'so 
favoured in the more severe types of accidental 
haemorrhage. Cyclopropane, alone or combined 
with ether, was the commonest anaesthetic used. 
Three patients were operated on under spinal and 
13 under local analgesia 

There were 10 deaths—a mortality rate of 1.86 
per cent—all occurring among women who had 
had classical sections. Five were due to shock or 
haemorrhage, 3 to peritonitis, 1 to cardiac failure, 
and 1 to brain tumour. The last case was the 
only fatal one since 1942. The importance of 
blood transfusion in lowering the mortality rate 
is stressed. 

There were 25 stillbirths and 27 neonatal 
deaths—a foetal mortality rate of 10 per cent 
This was not appreciably different in the classical 
and lower segment operation groups, and there 
were no foetal deaths among the 16 cases in 
which extraperitoneal section was carried out. 
[It is not clear why operative delivery was under 
taken in some of the 7 cases when the foetus was 
macerated. } 

The morbidity rate, based on those cases in 
which the temperature rose to 100.4° F. (38° C.) 
on two successive days after the first 48 hours, 
was 12.3 per cent In this group 31.8 per cent 
had sapraemia and 19.7 per cent wound infection. 
In over 80 per cent of cases the membranes were 
intact at the time of operation, and in only 3.9 
per cent had they been ruptured more than 24 
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hours In this senes the mortality rate was 
higher in patients with intact membranes 

The author concludes that the main faults were 
as follows: failure to obtain early consultation, 
the finding of too many relative indications, poor 
the type of section, and the belated 

haemorrhage If improvement in 
accomphshed, errors must be 
the attention of the 
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66. Endometrial Sinus in Abdominal 
Following Cesarean Section. Case Report. 

Ky E. K. MANGont Bull, M. Hague Maternit) 
Hosp., 2 Dec. 1949. 4 refs 
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705 Critical Evaluation of Barly Caesarean Section 
in Cases of Suspected Erythroblastosis. ( Kritische 
Beurteilung der Sectio caesarea bei Ver- 
dacht auf Neugeborenen-Erythroblastose des Kindes.) 

By H. Hocks Frauenhedlk, 9, 
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709. Caesarean Section in Cases with a History 
of Erythroblastosis Neonatorum. (Zur Frage der 
Schnittenthindung bei Neugeborenen-Erythroblastose 
Anamnese. ) 

By D. KLenanow 
Frauenhedlk., 9, 
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770. Observations on Anaesthetic Technique in Low 
Transverse Caesarean Section After Exteriorization of 
the Uterus. (Quelques réflexions sur la technique et 
thesie césarienne basse transversale aprés 
exterior de lutérus 

By R. Ketter and A. Gre 
Obstét 48. 405-469, 1949 
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Psychological Aspects of the Gynaecological 


(Aspectos psicologicos de la consulta 
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By E. V. Saterno. Prensa méd 
2403-2411, Nov. 18, 1949. 
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775. Psychosomatics in Gynecic Practice. 
By W. R. Cooke. Sth. med. J., 42, 903-908, 
Oct. 1949 


776. Fluorescopically Controlled Gynaecography. 
[In English.] 

By |]. G. H. Hort and A 
cologia, Basel, 128. 343-347. 
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777. Significance of the Pregnanediol Level in 
Gynaecology. (Vyznam a poudZiti hladiny pregnan- 
diolu v gynaekologii. ) 

By M. BupinsKa and J 
(rynaek., 14 1949. 12 
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778. The Gynaecological History of Diabetic 
Women. (Sur le passé gynécologique des femmes 
diabétiques.) 
By K. E. U 
38. Suppl. 3, 


Ann. chir. gyn. fenn., 
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779. Hormonal Inhalation Therapy in Obstetrics 
and Gynaecology. (!! trattamento ormonale per via 
diapolmonare nel campo ostetrico e ginec ologico.) 

By G. DELLEPIANE and P. Quatnt Minerva 
Pediat., 1. 355, 1949 


780. Simplified Hormone Implantation in Gynae- 
cology. Vereinfachte Hormonimplantation in der 
Gynakologie. ) 

By O. Z 
6-12, 1950. 2 figs., 9 refs 
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s:. Implantation of Ocestradiol Tablets. | (Note 
sur les implantations de comprimés d'cestradiol.) 
By A. CuHartrer. C. R. Soc. franc. Gynéc., 19, 
161, Oct. 1949. 2 refs 
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S2 Synthetic Ocestrogenic Substances. 
parative Study 
{In English. } 

By A. B. V 
3. 71-88, 19490 
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34 refs 
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Hydrocolpos. 

By V. Rutz and G. Dr Paota. Obstet. Ginec 
lat.-amer., 7, 144-151, May 1949. 1 fig., 17 refs 

A case of hydrocolpos in a girl aged 13 is des- 
cribed. The secondary sexual characters of the 
patient were normal Pelvic examination 
cevealec. complete atresia of the orifice of the 
vagina, with an imperforate hymen. An 
indefinite elastic mass was palpable per rectum, 
ind above this an infantile uterus was felt. 
Exploratory puncture through the hymen yielded 
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do ml. of yellowish liquid followed by 120 mil. of 
thick fluid. Colpography carried out after the 
injection of a radio-opaque fluid showed a greatly 
dilated vagina and confirmed the diagnosis. 

The hymen was incised under general anaes- 
thesia and 30 ml. of opaque fluid removed. The 
vagina was drained for a week, during which 
1,000,000 Oxford units of penicillin were given. 
The postoperative course was uneventful.  Fif 
teen days later the first menstrual period occurred, 
this was normal and painless Another normal 
period occurred during the next month 

The fluid removed, which was pale yellow, had 
an acid reaction, and did not clot spontaneously 
The albumin content was 0.79 mg. per 100 ml. 
There were traces of blood but no pus. Abundant 
leucocytes and Déderlein’s bacilli were found. 

Study of the literature revealed that only one 
previous occurring in adolescence has been 
reported; all other published cases were in babies 
Early treatment in the present case prevented the 
formation of haematocolpos. When this condi 
tion is suspected the hymen should be punctured 
so that analysis of the fluid and colpography may 
be carried out, after which the correct treatment 
can be instituted Josephine Barnes 


784. Physiology and Menstrual Disturbances. 
(Fisiologia y perturbaciones menstruales. ) 

By N. A. GoL-pzreHER. Rev. méd 
551-561, Sept. 1949. 20 refs 
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785. Premenstrual Intoxication. 
By E. J. Sriecirrz and S. 
/. med. Sci., 218, 616-623, 


756. The Management of Severe Cases of Ovarian 
and Pituitary Insufficiency. (Die Behandlung der 
Falle ovarieller und hypophysarer In- 


KIMBLE. Amer, 
1949. 27 refs 


schweren 
sufhzienz. ) 

By H. Hosemann. Disch. med 
817-820, June 30, 1949. 15 refs. 

[he author reports a number of cases of severe 
ovarian and pituitary insufficiency, selected from 
42 such cases investigated at the University Hos 
pital, Gottingen. In his opinion, treatment with 
sex hormones and oestrogenic drugs is usuallv 
only temporarily successful and is often even 
injurious. He has obtained good results in a few 
from the use of ‘‘ depot hormones (the 
advantage of which is that a constant dosage of 
the hormone is maintained steadily for a longer 
period), and gives details of a case of secondary 
amenorrhoea with ovarian and pituitary insuffi 
ciency, another of primary amenorrhoea caused by 
the same deficiency, and a case of infantilism 
with primary amenorrhoea In these cases a 
tablet of ‘‘cyren A’, containing oestrogenic 
hormone, was implanted into the fold of the 
mamma, and permanent cvre is claimed. 

In cases at the climacteric an increased excre- 
tion of pituitary gonadotrophin takes place in 
association with the diminishing secretion of 
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ovarian hormone. In juvenile cases the insufh- 
ciency of the pituitary gland is not increased by 
the supply of follicle-stimulating hormone from the 
implant, its activity being diverted from the secre- 
tion of follicle-stimulating to that of luteinizing 
hormone 

However, cyren A implantation was satisfac- 
tory in not more than 20 per cent of cases, and the 
author therefore tried the implantation of fresh 
animal pituitary tissue. This form of treatment 
had a favourable effect on the general symptoms 
and gave good results in children with dentition 
deficiencies, gaps in the epiphysial lines, and 
metabolic dysfunction. [For details the original 
should be consulted.] This complicated and not 
always successful method of treatment is regarded 
by the author as only a makeshift until .t is pos 
sible to extract and conserve the potency of the 
various pituitary constituents on a commercial 
scale 0. Berger 


757. Coarctation of the Aorta Associated with Ab- 
normal Digits, Ovarian Insufficiency, and Shortness of 
Stature. 

By M. L. Gotpomayn, H 
P. H. Furcner. J. clin. Endocrinol., 9, 622-620, 
July 1949. 4 figs., 13 refs 

Reports in the literature show that a slight to 
moderate degree of hypertension not infrequently 
accompanies the syndrome of primary ovarian 
insuthciency and decreased stature Coarctation 
of the aorta is rarely reported as present. 

From the Washington University School of 
Medicine and the Barnes Hospital, St. Louis, 
Missouri, the authors report on g males and 5 
females affected with coarctation of the aorta. 
Four of the females were short of stature and had 
abnormal digits, and in the 3 adults there was 
clinical evidence of ovarian hypofunction, as 
shown by the menstrual history, the scantiness 
of pubic and axillary hair and its growth after 
oestrogen therapy. The 4 case histories are given 
in detail. It is noted that in one case the coarcta 
tion was suspected when the other manifestations 
were found. With the exception of shortness of 
stature in 3, no associated skeletal and sexual 
abnormalities were found in the 9 males 

The authors suggest that coarctation of the 
aorta should be suspected in women with primary 
ovarian hypofunction, abnormal digits, and an 
elevated blood pressure D. W. Higson 
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The Effects of Various Estrogenic Prepara- 
III. The Influence of Equivalent Amounts of 
Several Estrogens on the Vaginal Mucosa of Non- 
menstruating Women. 


By M. Vocer, T. H. McGavack, and 
Mettow. Amer. J]. Obstet. Gynec., $8, 147-15 
July 1949. 3 refs. 

The authors have compared the effects, in a 
group of 4! non-menstruating women, of single 
injections of a variety of oestrogenic preparations, 
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as determined chiefly by the vaginal smear 
No alteration appeared in the smear 
until about 4 to 5 days after injection, the “ lag 
tume being approximately the same for each of 
the preparations The duration of the 
response and the degree of stimulation varied 
widely and differed from one patient to another, 
but were directly correlated in any one patient 
Symptomatic unprovement of climateric symptoms 
was noted within 1 to 3 days and lasted from 2 to 
10 days The degree of relief could not be corre 
lated with changes in vaginal mucous membrane 
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oo. The Treatment of Menstrual Disorders of Hor- 
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Amenorrhoea after Psychical Trauma. ( Amen 
hoe nach psychischem 
Hy M KNEEK Z 
60, 1949 2 refs 
At the Gynaecological Department of Tubingen 
niversity, the author examined specimens of the 

endometrium of 17 psychically and organically 
normal women aged 17 to 42 years, suffering from 
unenorrhoea after The specimens were 
taken 437 to o6 days after the start of the last 
period Iwo types of could be 

A) those with altered function of 
patients and (B) with 
and secretion (9 patients) In 
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no new contribution, but calls special attention 
to the factor of predisposition 

The histological appearances are in accordance 
with those found in much greater numbers of 
ises in Berlin. The conclusion that the different 
reactions were caused by predisposition suggests 
itself, especially as most violated women who 
neither became pregnant nor were infected with 
gonorrhoea showed no subsequent alteration of 
the menses. } F. A. Jacobs. 


702. Studies on Functional Amenorrhoea under 
War Conditions. (Untersuchungen uber die funktion- 
elle Amenorrhée unter Kriegsverhaltnissen.) 

By F. Wattau. Arch. Gynik., 176, 320-354, 
i049. 2 figs., bibliography. 
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(Hypo et aménorrhées par 
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insufhsance thyroidienne. ) 

By L. Mavromati 
321-327, Nov. 1949 


Rev. frany. Gynéc., 44, 


704. The Significance of Amino-acids in the Origin 
and Treatment of Post-war Amenorrhoea. (Die Be- 
deutung der Aminosauren fir die Entstehung und 
Behandlung der Nachkriegsamenorrhée. ) 

By J. Prorz. Z. Geburtsh. 
13-29, 1950. 10 figs., 29 refs 
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705. Traumatic Amenorrhea with Dysmenorrhea. 

By |. Mezer. /. Amer. med. Ass., 141, 602 
603, Oct. 29, 1949. 4 Tefs 

yoo. A Survey of 113 Cases of Primary Dys- 
menorrhea Treated by Neurectomy. 

By O'D. Brown: Amer. ] 
57, 1053-1068, June 1949. 6 figs 

The author that in many cases of 
primary dysmenorrhoea definite lesions are to be 
found in the negative nerves of the presacral or 
ovarian systems, or both, and that nerve division 
will relieve the pain. By careful examination it 
is possible to differentiate between menstrual pain 
of ovarian and of uterine origin, and to determine 
when the pain is a mixture of both Examina 
tion of nervous tissue removed from patients with 
dysmenorrhoea has shown degeneration and des 
truction of sympathetic ganglion cells, degenera- 
tion of post-ganglionic fibres, and replacement 
fibrosis in the These changes have not 
been found in nerves removed from controls not 
suffering from dysmenorrhoea. The nerve lesions 
ire considered to be primary and to be the cause 
of sclerocystic changes in the ovaries, which were 
found in all cases with nerve lesions It is sug 
gested that the sensibility of the affected fibres is 
iltered, so that sensory impulses from the uterus 
ind which would not normally be felt as 
pa'nful stimuli now become painful. 

Believing that thorough nerve 
relieve pmmary dysmenorrhoea 
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measures have failed, the author has performed 
operations for that purpose on 113 patients, 
mostly at Sir Patrick Dun’s Hospital, Dublin, 82 
of whom have been followed up. Great care is 
taken to differentiate ovarian, uterine, and mixed 
types of pain. Bimanual compression applied to 
an ovary will produce typical pain similar to that 
experienced at the menstrual period, if the 
dysmenorrhoea is ovarian; furthermore, ovarian 
dysmenorrhoea is generally premenstrual, may be 
unilateral or bilateral, and is felt as a dull, nauseat- 
ing ache which may radiate down the thighs 
Uterine pain may be recognized by the “‘ sound 
test "’: a sterile sound passed into the uterus will 
tn these cases produce typical menstrual pain 
Uterine pain is rarely a dull ache, being usually 
colicky or cramp-like, and is situated in the mid- 
line, the onset usually coinciding with the flow. Of 
the under review 21 (25.6 per cent) were 
found to be of ovarian, 34 (41.4 per cent) of 
uterine, and 27 (33 per cent) of the mixed type 
of dysmenorrhoea 

Patients with ovarian pain were treated by 
ample division and ligation of the infundibulo 
pelvic ligaments, with suture of the cut ends. Of 
the 21 cases, the treatment was successful in 17, a 
partial success in 1, and failure in 3. Presacral 
neurectomy was carried out on the 34 patients 
with uterine pain with success in 25, partial suc 
cess in 5, and failure in 4 cases. In the mixed 
cases the two procedures were combined, result- 
ing 22 successes, 4 partial successes, and 1 failure. 
In one where failure followed bilateral 
ovarian denervation, complete success followed 
subsequent presacral sympathectomy. Evidence 
is produced to show that these operations do not 
endanger fertility; no bladder or bowel disturb- 
ances followed, nor was subsequent labour 
iffected C. J. Dewhurst 
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Russian. } 
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The functional condition of the ovaries during 
metropathia haemorrhagica was tested by measur- 
ing the amount of oestrogens and their constituents 
in the urine. 
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13 refs 


301 


The method of benzene-extraction and testing 
on castrated mice was used. In 43 patients out of 
47 suffering from menorrhagia for from 1 to 5 
years excretion was increased and in 4 lowered. 
There was no relation between increased excretion 
of oestrogens and the stage of the disease, either 
during a haemorrhage or in intervals. Only the 
resumption of a normal menstrual cycle after 
hormone therapy led to changes in excretion. 
Curettage in 18 out of 24 patients revealed 
endometrial hyperplasia, mostly with polyposis, 
in 6 a reduced function of the mucosa. In one of 
the 18 cases excretion was diminished 

Acccording to Smith and Smith large quanti- 
ties of oestradiol are excreted if the conversion of 
oestradiol to oestrone and oestriol is impeded by 
lack of progesterone. The authors consider, how- 
ever, that the increased excretion of oestradiol 
does not itself cause the haemorrhage. In 1! 
patients suffering from metropathia haemorrhagica 
the oestrogen fractions in urine were determined 
by the method of Smith and Smith. In each case 
all three constituents were excreted It is sug- 
gested that no constituent by itself causes the 
disease F. A. Jacobs. 


Sor. The Cause and Treatment of Functional 
Menorrhagia Between Menarche and Menopause. 


(Genese und Therapie der funktionellen Uterus- 


blutungen zwischen Menarche und Klimakterium.) 
Praxis, 39, 1-8, Jan. 5, 


By E. 
3 figs 

502. Physiology and Pathology of the Menopause. 
(Sobre o climatério feminino—Consideragdes em térno 
de sua fisiologia normal e patolégica.) 

By T. bE Faria Rev. Med. 
Grande do Sul, §, 376-4380, July-Aug. 1949 


803. The Average Age of Finnish Women at the 
Menopause, and the Factors Affecting it. (Ueber das 
mittlere Alter der physiologischen Menopause bei den 
darauf einworkenden 


1950. 


Finnischen Frauen und dic 
Faktoren.) 

By M. A. Kauppinen. Ann. chir. gyn 
38. Suppl. 3, 244-255, 1949. 1 fig., 25 refs 

S04. Psychiatric Implications of the Climacteric. 

By C. H. Barnacite. Amer. Practit., Phila., 
4. 154-157, Nov. 1949. 4 refs. 

805. Functional Investigation of Disturbances due 
to Castration in the Female; Comparative Value of 
Subjective and Vaginal Tests. (L'exploration fonc- 
tionnelle des troubles de la castration chez la femme; 
valeur comparée des tests subjectifs et vaginaux.) 

By D. Romane Rev. frang. Gynéc., 44, 
334-339, Nov. 1949. 22 refs. 

806. The Treatment of Menopausal Deficiency 
Symptoms with Chrystalline Ocestradiol Monobenzoate. 
(Zar Therapie der klimakterischen Ausfallserschein- 
ungen mit Oestradiol-Monobenzoat-Kristallen.) 

By C. A. Joe. Schweiz, med. Wschr.,- 79, 
1132-1133, Nov. 26, 1949. 7 refs. 


fenn., 


O2 JOURNAL OF OBSTETRICS AND GYNABCOLOGY 


so7. Vitamin E in the Menopause. 
By H. C. McLaren Brit. med. 
1482, Dec. 17, 1949. 4 figs., 24 refs 


Vaginismus. 
By W. B. Huppieston 
Cenecsh., 93. 4409-4413 


\ 
SLATER 
24 


Ned 
1449 


Tirdschi 


Are American Women F rigid? 
By H. D. Lamson. Int. J. Sexol 


S09 


1950 


sto. Disturbances of Fertility as a Late Con- 
sequence of Chronic Starvation and Severe Psychical 
Trauma. FertilitatsstOrungen als Spatfolge chron- 
Traumen. } 
nhell 


liungers und schwerers eelischer 
ty D. KLeaBNow 
1449 7 rel 
living conditions 
repercussions on the 


follicl 


oli 


Geburtsh. u. Frau 
over al long 
ovaries 
changes the ipparatus and 
nsequence 
There is also a danger of 
In a number of 

in a concentration camp for a long time 
ithor found that premature delivenes and 
occurred 6 times more frequently than 
women The number of cases of sterility 
high (39.3 pet 
y due to this factor 
nt In the 
wt only direct 


damage to the 
women who 


ibnormally cent against 


cent). Sterility may also 
sterility 
damage 
ilso functional disturbances 
maturation of the ovum or 


insufficiency In these 


ises of 


delay in 


hormonal Cases 


on or foetal malformation frequently occurs 


by pathological changes im 
pathological irregularities of the 
mprisonment 

there 
inatomicall 
that an 


long 
ondition 
thout 


Was A secon 
indenti 


issurmed ovariat 


411. Operative Procedures for the Treatment ot 
Sterility and Ovarian Dysfunctions. 
ty ReEVCRAFI Imer. / 


1070 


Obst 
June 104 © ret 
that long-continued 


iutho beleve 


result in thickening 
of the ovarian cortex and make it 
the follicles to 
feel 


sterility 


rine ncetion 

mposssible for 
palpation, such 
enlarged, of polyc 
ind ovarian dysfunction 
ition t it mav be 
ot ti noved when the ov iry 
is enlarged, o ! of cortex denuded when 
thickening of the tunica albug believed to 
be present Curettage of the uterus and insertion 
of a frequently combined with 
the laparotomy uct ist 


rupture on 
ovaries may 
W here 


exist in 
etiec tive 


a wedge 
nea 


stem pessary ure 


The case histories of 11: patients thus treated 


ire briefly presented The presenting symptom 
n 10 of these cases was amenorrhoea, the patient 
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further complaint in some The remaining 
patient menstruated every fortmght and, together 
with one other with scanty periods, was found to 
have a theca-cell tumour of one ovary, which was 
removed. Normal periods followed operation in 
both and one became pregnant Of the remain- 
ing 9 patients treatment failed in one, thought to 
be an example of Chiari’s syndrome, and varying 
degrees of improvement followed operation in the 
other 8, 4 of whom subsequently became pregnant. 
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spermatozoa, the proportion of normal and mobile 
forms, and the “coefficient of activity’, the 
value of which depends upon the number of hours 
the motility of more than 30 per cent of the 
spermatozoa is maintained after emission of the 
semen. Thus if this period is less than 3 hours, 
the coefhcient is 1, 3 to 6 hours 2, 6 to g hours 3, 
and over 9 hours 4 
The index of fertility is 
following formula 
CxNxMxA 


where 
1,000,000 
concentration of spermatozoa per c.mim 
N=percentage of spermatozoa morphologically 
normal. 
M percentage of mobile 
A= coethcient of activity 


arrived at by the 


spermatozoa 


An index of 1 is considered normal, but in 
of high fertility the figure may be as high as 7 
this value, however, is rarely surpassed 

Different seminal samples with the 
centration of spermatozoa may give greatly 
differing fertility in one case, treat 
ment with gonadotrophins appeared to improve 
the sperm density, but the fertility index 
remained low, only rising from 0.01 to 0.04 
Examples are also given oj sterile men with 
apparently adequate sperm density, but in whom 
the fertility index was above o.7 and in 
many cases was considerably below this figure 
Study of this series of seminal samples from 
fertile men showed that 11 per cent had 30,000 to 
60,000 spermatozoa per c.mm. with a mean fer 
tility index of 0.8, 22.2 per cent had 60,000 to 
100,000 per C.mm. with a mean fertility index of 
1.9, and 66.6 per cent had 100,000 to 300,000 pert 
¢.mm. with a mean fertility index of 4.9 Plot 
ting these findings on a graph leads to the con 
clusion that the chances of fecundation diminish 
arithmetically with the fertelity index. A poor 
tertility index has also been found in families where 
repeated miscarriages or foetal abnormalities such 
as mongolism occur. Diminished male fertility 
may prove to be a factor in other abnormalities 
such as malformations and congenital abnormalities 
origin or in cases of habitual death of 
the foetus m utero, and the fertility index des 
cribed here can be used in further studies on the 
effect of the male gamete in the accidents of pro- 
creation. It is important to note that patients 
with a reduced fertility index must be _ re- 
examined at regular intervals since marked 
variations may be 
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indices of 


never 


of obscure 


observed 


This is an interesting study and demands con 
firmation in large series of cases. No mention is 
made of the method of collection of specimens 
an important factor in work of this kind It 
should be noted that sperm densities are given 
here per c.mm. whereas in the British literature 
they are usually given per ml 

Josephine Barnes 
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549. Treatment of Inoperable Female Genital Car- 
cinoma by Combined Palliative Surgery and Intra- 
abdominal Contact Therapy. (Ueber die Behandlung 
moperabler Genitalcarcinome mit partieller Operation 
und intraabdominaler Kontaktbestrahlung.) 

By A. Mayer. Strahlentherapie, 78, 501-502, 
1949. 3 {s 

An introductory review is given of the results 
of treatment of 27 cases of inoperable carcinoma 
of the female genital tract treated at the Univer- 
sity Gynaecological Clinic, Tiibingen. The series 
included 14 cases of ovarian carcinoma, 9g of car- 
cinoma of the cervix uteri, 2 of carcinoma of the 
corpus uten, 1 of sarcoma of the corpus uteri and 
1 of carcinoma of the bladder. Critena of 
inoperability were deep penetration of the growth 
into the parametria or pouch of Douglas, or 
involvement of the rectum, bladder, or ureter. 
These are cases in which surgery or external 
irradiation alone would have been of little value. 

At operation, as much of the tumour as possible 
was removed and the residual growth was treated 
intra-abdominally by contact therapy. Opera- 
tion was followed by external irradiation with 
deep X-rays. Of the 27 patients 3 survived, for 3 
vears or more and a further 4 survived for over a 
year. In spite of the small series, the author 
considers this salvage to be noteworthy 
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uteri examined at the Providence Hospital, 
Detroit, after operative or postmortem removal, 
those whose minimum dimensions were 5 cm. 
long, 4.4 cm. wide, and 2.2 cm. thick, and had a 
maximum myometrial thickness of more than 1.5 
cm. were described as “ diffusely enlarged "’. 
The 52 patients with such diffusely enlarged uteri 
were divided clinically into 2 groups—menor 
rhagic (24 cases) and non-menorrhagic (28 cases); 
in both there was a similar incidence of low back 
pain, leucorrhoea, and menstrual irregularity. 
Microscopically, 27 of the 52 uteri were essentially 
normal and 25 showed some increase in peri- 
vascular connective tissue, either diffusely 
throughout all 3 layers of the myometrium (4 
cases), or with a subserosal interstitial distribu- 
tion (21 cases). The latter was associated either 
with chronic pelvic inflammation or with prolapse, 
when large masses of collagen surrounded and 
extended outwards from the dilated venous and 
lymphatic vessels A similar change was found 
also in the outer one-third of the myometrium of 
the 4 uteri with diffuse fibrosis and in atrophic 
uteri and probably represented an early stage of 
the ageing process, in which connective tissue 
replaces muscle, spreading inwards from the 
serosa. The term fibrosis ’’, implying a process 
secondary to adnexal inflammation, vascular 
stasis, or ageing, is therefore preferable to 
‘chronic metritis’’ in the nomenclature of the 
diffusely enlarged uterus 


The changes attributable to pregnancy, which 
were more severe and frequent in the non-menor- 
trhagic group, consisted of an increase in elastic 
tissue and a deposition of collagen within the 
media and between it and the adventitia; the name 
‘subinvolution "’ can therefore legitimately be 
applied to those uteri in which elastic stains show 
these changes Since only 8 of the 52 uteri 
showed severe collagen deposition and subintimal 
thickening of the vessels, affecting equally the 
menorrhagic and non-menorrhagic groups, 
vascular changes were not considered to be an 
important cause of uterine enlargement or menor 
rhagia. The gross and microscopic observations 
were confirmed by quantitive estimation of con- 
nective tissue in the uterine wall, as determined 
by weighing before and after extraction with 
sodium hydroxide. Cross-sectional measure- 
ments of the muscle fibres revealed an increase in 
the average diameter sufficiently great to account 
for the uterine enlargement, and present in parous 
as well as nulliparous uteri. The authors con- 
clude that this muscular hypertrophy is the basic 
cause of the diffuse enlargement of the uterus and 
suggest that it arises from an absolute or relative 
excess of oestrogen, causing a progressive increase 
in uterine size during sexual life; at the meno- 
pause a process of true atrophy, with replacement 
of the muscle by collagen, begins in the subserosal 
zone and progresses inwards. 

Wilfrid E. Hunt 


857. Treatment of Benign Conditions of the Uterus 
with Russian Preparations of Radio-mesothorium. 
In Russian. } 

$y k. P. IVaNITSKAYA 
40-49, July Aug. 1949 

Kussan preparations ol 


Akush, Ginek., No. 4, 
radio-mesothorium 
were used in the treatment of 75 cases of benign 
uterine disease, consisting of 52 cases of fibro 
myoma and 23 metropathia haemor 
rhagiwa Most of the patients suffered from pro 
fuse menstruation, and many complained of 

with symptoms of secondary 
several years Hypertension was 
very few cases 


cases of 


menorrhagia 
anacmia tor 
observed in 

Ihe radio-mesothonum, contained in a 
platinum filter, was introduced into the uterine 
cavity The patient received 1,000 mg.-hours, 
equivalent to 5,000 r at a distance of 1 cm It 
the distance of the ovaries from the centre of the 
uterus is considered to be about 5 to 6 cm., then 
each ovary was exposed to an average of igo to 
yoo. 

The complications observed were an increased 
temperature of up to 38.5° and in 
% Case ind vomiting Of the 75 patients 
71 responded favourably with amenorrhoea. The 
menopause was induced immediately in 42 
patients; in 22 cases it occurred after the first and 
in © others after the second menstrual period In 
the remaining 4 cases, in which the 
unsuccessful, 


nausea 


treatment was 
regarded as amenorrhoea was 
wchieved by removal of a polypus in one case or a 
further course 
the other 

worse and 


total 


of radio-mesanthorium therapy in 
In one case only uterine bleeding got 
intractable menorrhagia was treated 
with hysterectomy W. Collis 
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862. Studies on the Use of Three Seroreactions in 
the Diagnosis of Uterine Malignomas. [In English.} 

By ©. Kinnunen. Ann. chir, gyn. fenn., 38, 
Suppl. 3, 264-279, 1949. 18 refs. 


563. Studies on the Value of the Fractionate Sedi- 
mentation Rate in the Diagnosis of Malignant Tumors 
of Human Uterus. [In English.) 

By O. KINNUNEN Ann 
Suppl. 3, 256-263, 1949 
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864. Treatment by Rhizotomy of Persistent Pain 
due to Metastases from Uterine Carcinoma. (Le 
traitement des douleurs rebelles du cancer uterm 
meétastatique par la radicotomie. ) 

By P. Ucricn. C. R. Sac 
154-156, Oct. 1949 
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365. The Clearing of the Retroperitoneal Space in 
Columnar Cell Carcinoma of the Uterus with Special 
Reference to Liver Therapy. (Die Sanierung des 
retroperitonealen Raumes bei Uterus-Kollum-Karzinom 
mit Berucksichtigung der Lebertherapie. ) 

$y A. MANNERT. Krebsarzt, 4, 314 
rets 
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866. Carcinoma of the Uterus Treated with X- 
Rays. (Radioterapia do cAncer do colo uterino.) 
By O. J. MacHapo Hospital, Rio de J., 36. 
1949 10 figs., 33 refs 
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Uterus. (Aportacion al conocim los tumores 
complejos del utere Un iso ce 


iento de 
rabdo-miosarcoma 
del cuerpo.) 

By J. Micuer HerRERA 
Tomds, 4, 77-99, Jan.-June 


Arch. Hosp. S. 


1940. © figs., 32 refs 


in Carcinoma of the 
Cewel eosinophilie beim U'terus- 


868. Tissue Eosinophilia 
Uterus. Uber cit 
carcinom 

By H. Goroxt 
1O49 refs 


Arch. Gynik, 176, 407-417, 
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rely entirely on such procedures. Colposcopy is 
one of these methods, and its development has led 
to the conclusion that carcinoma of the cervix 
does not develop suddenly by mutation of certain 
normal epithelial cells, but that it is preceded by 
4 process of progressive anaplasia giving rise to a 
precancerous lesion. Colposcopy has provided 
confirmation of the histological evidence suggest- 
ing that the early stages of cervical cancer are to 
be found in the region of the external os, either on 
the cervical surface or on the inferior portion of 
the cervical canal, and are probably related to the 
fact that in this region columnar and stratified 
epithelium are in contact, the former being 
capable of replacing the latter, forming an ectopic 
focus, after pregnancy or inflammation. 
Regeneration of stratified epithelium may occur 
either directly at the contact points with the 
ectopic tissue, or indirectly by metaplasia of the 
columnar epithelium, or in both ways. The first 
process usually leads to complete restoration of 
the cervical epithelium When the second pro- 
cess is involved, a poorly differentiated regenera 
tive epithelium is formed In some cases, how 
ever, this epithelium undergoes progressive 
anaplasia, giving rise to an atypical epithelium or 
even to epithelium with the cytological aspect of 
true cancer (non-invasive surface 
arcinoma) which later infiltrates ito the sur 
rounding tissues It is thus of the greatest 
importance to examine thoroughly all cases of 
ree nerative metaplasia of the cerTvi al 
epithelium Experience has shown that these 
changes are reversible until surface carcinoma has 
developed, when invasion may start at anv 
moment It therefore that the biological 
transformation of epithelial cell into cancer cell 
must be found at some moment during the transi 
tion from atypical epithelium to surface carcinoma, 
the transition being very gradual and the 
diagnosis liable to vary with the skill and experi 
ence of the pathologist 


The author has studied the biological nature of 
the living epithelial cell in its various precan 
cerous under the micro 
scope, using for the purpose tissue cultures of 
cells derived from fragments from the 
human cervix, tissue culture cytology being com 
pared with that of the original biopsy specimen 
Cultures of cervical epithelium in the earliest pre- 
cancerous stage showed slight proliferation only 
with normal cytology and Atypical 
epithelium showed strong proliferations on culture 
ufter the first the proteolytic action of 
the medium used being apparent, although not so 
pronounced as with cultures of cancerous tissues 
cells with a large nucleus and multiple nucleoli, in 
every wav similar to cancerous cells, were to be 
found in the Surface carcinoma finally, 
showed very strong proliferation and extremely 
itypical cytology on culture, thereby confirming 
its true cancerous naturr H. Godar 
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Sor. The Incidence of Cancer of the Uterine Cervix. 
By R. G. Matirpuantr. Brit. med. J., 1, 978- 

982, June 4, 1949. 1 fig., 7 refs 
A series of 1,200 consecutive cases of carcinoma 

of the cervix was investigated at Cardiff Royal 
infirmary in order to determine the incidence of 
the disease and the relative probability of its 
development at different ages and its relation to 
civil state and parity The 1931 census figures 
were used to provide a standard of comparison in 
interpreting the findings 


The ages of the patients varied between 20 and 
So years; 34 per cent were between the ages of 45 
and 54 years, 30 per cent were under 45, and 36 
per cent were over 55 years. The relative risk of 
disease developing was found to increase from the 
age group 25 to 29 upwards, the risk between 35 
ind 39 being twice as great as between 30 and MM 
years. The greatest risk was reached at 55 to 59 
vears 

A total of 98.5 per cent of the patients were 
parous and the remaining 1.5 per cent were un 
marned and non-parous The low incidence in 
unmarried women is probably attributable to the 
infrequency of cervical infection. The effect of 
sexual intercourse and child-bearing on the incid 
ence of cervical cancer was studied by comparing 
the incidence in single women, nulliparous 
married women, and parous married women. 
rhe proportions of these three groups in the area 
were calculated from census returns. In the age 
group 35 to 64 years, 99 per cent of patients with 
carcinoma of the cervix were married, compared 
with 90 per cent of the community. Only 25 per 
cent of nulliparous women with cancer of the 
cervix were unmarried, compared with 44 per cent 
in the community; 94.7 per cent of patients had 
had one or more children, compared with 76 per 
cent in the community, and only 4 per cent of 
patients with carcinoma were childless, compared 
with 13:4 per cent in the community 


The relative risk of cervical cancer was found to 
increase with marriage There was a slight 
further increase after each confinement. The risk 
was greater in the lower-income group, allowing 
for the larger families in this group 

The probable incidence of the disease in any 
me year was calculated for the age group 35 to 64 
vears, and this ranged from 1 in 1,500 in parous 
women and 1 in 6,500 in childless married women 
to 1 in 21,000 in single women The maximal 
risk in married women was during the sixth 
dec ade 


The influence of child-bearing on the produc- 


tion of cervical cancer is not known definitely, 
but the operative factor has apparently to exert 
its influence for an average interval of 20 years. 
Trauma alone is not found to be an important 
causative factor 


The importance of early diagnosis of cervical 
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cancet emphasized possibility ot 
routine examination of all parous women between 
the age of 45 and 64 years is discussed 


Vargarei C. S. Binnu 
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(Statistische Untersuchungen zur prognostischen Be 
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ionis uteri.) 

By H. Gaertner MUNZNER 
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876. Carcinoma in the Stump of the Cervix. 
(Ueber das Carcinom im Cervixstumpt.) 

By K. Mey Strahlentherapre, 80. 407-418, 
1949. 4§ refs 


477. Carcinoma in the Cervical Stump after Sub- 
total Hysterectomy. (In tema di cancro del moncone 
dopo isterectomia subtotale.) 
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Assuming that radium and X-rays will not 
adequately eradicate extensions of cervical cancer 
to the regional lymph nodes, the authors have 
described an experimental surgical approach to 
the problem. Only after full X-ray and radium 
treatment of the growth and lymphatic drainage 
trea, and only if there is reasonable assurance 
that the local disease has been cured, is operation 
In such cases an extraperitoneal dis 
section is made of the ihac, hypogastric, and 
obturator nodes; the fatty areolar tissue is 
removed, together with the nodes, from the sur- 
face of the iliac and hypogastric vessels as far 
back as the biturcation of the aorta and the 
obturator space is ¢ leared The operation is per- 
formed on each side separately, with an interval 
of one week Operative details are well described 
and the original text should be consulted by those 
interested 

Ihe operation has performed 
occasions at the Massachusetts General, Palmer 
Memorial, and Pondville Hospitals, Boston. The 
average interval between irradiation and operation 
was 7 months. In 2 cases the patient died of pul 
monary embolism, and 3 cases of wound sepsis 
occurred in overweight patients Metastatic 
growth in the lymph nodes was found in 14 
patients (28 per cent); in 7 of these a local occur 
rence of the growth was noted following dissection 
of the nodes No local recurrence followed the 
dissection in patients whose nodes were not 
affected. It is suggested that the finding of 28 
per cent positive nodes following complete irradia- 
tion may indicate that X-ray treatment is ineffec- 
tive, as Meigs found the same percentage of positive 
nodes at Wertheim’'s operation when no previous 
X-ray treatment had been given. It is too early as 
vet for any evaluation of results to be made. The 
1uthors emphasize that whilst immediate results 
are satisfactory, the procedure must still be 
us experimental C. J. Dewhurst 
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‘52. The Morphology, Androgenic Function, Hy- 
perplasia, and Tumors of the Human Ovarian Hilus 
Cells. 

By W_. H. STERNBERG Amey 
493-521, May 48 refs 

In the hilus of the human ovary may be found 
cattered small clumps of cells resembling testi 
ular Leydig cells The author the term 
ovarian hilus cells’’ in preference to various 
other names given in the past. After briefiv 
reviewings the relevant literature, he reports, 
havi found cells in 8o per cent of over 
100 ovanies studied, using four to six sections per 
ovarv, and in all of 12 studied more 
thoroughly. The cells are irregularly distributed 
in small non-encapsulated clumps, not visible 
macroscopically, mostly in the ovarian hilus, but 
also ften in the mesovarium, and in the 
ovarian stroma near the hilus 

The detailed cytological des miption stresses the 
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polymorphism of the cells and their morphological 
identity with testicular Leydig cells A small 
proportion of the ovarian hilus cells contain 
cystalloids of Reinke like those seen in the Leydig 
cells; the author has observed structures which 
may be precursors of the crystalloids The 
groups of hilus cells are almost always closely 
related to non-myelinated nerves, sometimes lying 
inside nerve trunks, while nerves and hilus cells 
are both often closely related to blood and lymph 
vessels, 

Two cases of clinical masculinization in which 
hyperplastic ovarian hilus cells were found are 
briefly reported, and 2 cases of hilus-cell tumours 
with masculinization are described in detail 
Evidence is presented suggesting that hilus cells 
are generally functionally active, and the author 
discusses the possibility that they produce andro- 
gen The illustrations are generally good.) 


R. R. Wdison 
Primary Chorionepithelioma of the Ovary. 
(Chorio-épithéliome primitif de l'ovaire.) 
By ©. Roman, E. Vincent, and J. FEeRovp 


Gynéc. et Obstét., 48, 512-518, 1949. 2 figs 


Fibroma of the Ovary. (Fibroma do ovario.} 
Kaiser. Rev. Ginec. Obstet., 43, 615 
1949. 5 figs., 15 refs. 


Different Tumours in the Same Ovary. 
schiedene Tumoren im gleichen Ovariam.) 

By L. E. Torrerman. Ann. chir. gyn. fenn., 
38. Suppl. 3, 524-539, 1949. 2 figs., 34 refs. 


886. A Case of Dysgerminoma Ovarii Tested Hor- 
monally. [In English.) 

By A. BER Acta. med 
1949. 8 figs., bibliography 

A large ovarian tumour with the morphological 
characteristics of dysgerminoma ovarii was 
removed from a woman of 25 years. The patient 
had well-marked signs of virilism and of adrenal 
cortical deficiency which did not, however, regress 
after operation. The Aschheim-Zondek reaction 
was at first positive, but became negative after 
removal of the tumour After the operation 
there was no change in the high urinary excretion 
of follicle-stimulating hormone, but the luteinizing 
hormone excretion fell to a much lower level and 
the tumour itself was found to contain large 
quantities of oestrogens 

These tumours are generally regarded as hor- 
monally inactive, and such may be the case 
clinically, but more exact estimation of these 
hormones in the urine tends to disprove this view 
The over-all picture is one of widespread endocrine 
dysfunction W.M. L. Turner 
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S89. The Meigs Syndrome. 
drome de Meigs.) 
By P. BurGer 
49%, 1949 


méd. Panis, 65. 


(A propos du syn- 


Gynéc. et Obstet., 48, 4838 


soo. Two Cases of the Meigs Syndrome. 
tumore ovarico con ascite ed 
(Sindrome di Meigs) .) 

By S. Fasprt and G. G 
chi 


(Due 
casi di idrotorace 
Minerva 
24 refs 


Buccint. 
1949. 


Torino, 4, 656-659, Dec. 1, 


Sor. Multiple Primary Cancer. The Association 
between Cancer of the Descending Colon and cf the 
Ovary. (Le probléme des cancers primitifs multiples 
Vassociation; cancer du cdlon gauche-cancer de 
l'ovaire. 

By R. Joyeux 
30, 1949. 2 refs 


892. Clinical and Pathological Studies of Femin- 
izing Tumors of the Ovary. 

By F. H. Farts, A. B. Raains, and M. 
GOLDENBERG. Amer. J]. Obstet. Gynec., 57, 
1107-1119, June 1949. 10 figs., 13 refs. 

Of a total of 1,622 ovarian tumours examined at 
Cook County Hospital, Chicago, from July 1931 
to December 1946, 3.6 per cent were found to be 
feminizing tumours. Of these 1.78 per cent were 
granulosa cell tumours and 1.82 per cent theca cell 
tumours; 31 per cent of the granulosa cell tumours 
were malignant. Out of the total of 59 cases 39 
were examined in detail. The age distribution 
was from 20 to 71 years (average 45) in the 
granulosa cell group and from 23 to 64 years 
(average 44.6) in the theca cell group, 60.8 pet 
cent of granulosa cell tumours and 56.4 per cent 
of theca cell tumours occurring during the repro 
ductive period The remainder in each group 
were post-menopausal in origin, none being found 
in either group before puberty. Where malig 
nancy was present, the patients’ ages varied from 
32 to 54 years, but only one case occurred before 
the 4th decade. It is suggested that this empha- 
sizes the need for radical surgery in the older age 
groups, conservative treatment being reserved for 
the younger ones. Of all the feminizing tumours, 
69.23 per cent occurred amongst negresses, who 
made up 58 per cent of patients in the gynaeco 
logical service. The proportion of white patients 
was 12.9 per cent and 24.3 per cent in the granu- 
losa cell and theca cell groups respectively. There 
was no marked difference in age between coloured 
and white women except in the theca cell group, 
where the average age was 45.61 years in negresses 
and 40.33 years in white patients. The age of 
onset of menstruation in the series varied from 11 
to 17 years and had apparently been normal in 
every case 
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ovary were somewhat enlarged and were removed. 
One pole of the ovary was hyperaemic and of 
meaty consistency 

The patient made a speedy recovery from the 
operation, and a photograph taken a year later 
shows strikingly the change in body contour and 
the loss of excessive hair 

Section of the ovary revealed a bulging, soft, 
dark tumour surrounded by a narrow, pale capsule 
of ovarian except the hilum Histo 
logical examination showed polyhedral cells 
variously arranged and a loose network of fibrous 
tissue strands radiating from the vessels between 
the tumour cells Many of the cells contained 
one or more oblong crystalloid The 
ellular structure of the adrenal gland was not 
significantly abnormal. The authors consider 
that from its morphological features the ovarian 
tumour can be identified as a neoplasm of the 
sympatheticotropic cells described by Leydig. 

Doreen Daley 
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894. Pathological and Clinical Observations on 
Defeminizing and Masculinizing Ovarian Tumours. 
Contributo anatomo-clinic« conoscenza dei 
tumori defemminilizzanti e mascolinizzanti dell’ ovaio. ) 

By E. Lenzi. Riv. ital. Ginec., 32, 383-420, 
Nov. -Di 1949 bibliography 
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ence is made to recent work by Keynolds (Amer. 
/ Obstet Gynec 1947, 53. 221) on the 
anatomical pattern and functions of spiral artenes 
in rabbit ovaries This work has shown that 
uncoiling of the arteries results in an increase in 
blood pressure in the ovarian capillaries, with the 
production of a transudate which may reach 


neighbouring follicles or corpora haemorrhagica, 
thus causing cysts. 


Further investigation along these lines is des- 
cribed in this article, the material used being post- 
mortem or surgical specimens of the human 
ovary Plastic casts of the vascular tree in each 
specumen were obtained by the injection of a small 
1mount of acetone into the ovanan or uterine 
artery or vein, followed by the rapid injection of 
vinyl acetate in acetone and incubation of the 
specimen in a corrosion bath Ovarian cysts 
formed solid casts after injection, whereas a corpus 
luteum had the appearance of 
basket, due to profuse vascularity These struc 
caused an uncoiling or paying-out " of 
the neighbouring arteries and the degree of 

paying-out '' was in proportion to the size of 
the structure. Previous findings in rabbits were 
confirmed by one specimen containing a corpus 
luteum and cyst with marked paying-out of 
the adjacent artery. Histologically, the specimen 
was shown to be an early lutein cyst. It is sug- 
gested that the clamping of the large veins of the 
mesosal pinx at gvnaecologi al operations may 
lead to venous engorgement in the ovary, 
with subsequent ‘* paying-out "’ of the arteries, 
and that this may be the cause of postoperative 
ovarian cysts, which are known to be not 
uncommon In a series of 7 foetal and infantile 
ovarian casts, it was found that slight spiralling 
is present during late intra-uterine life and shortly 
after birth Marked spiralling was found in an 
infant o days old, but none in one of 3 months or 
one of 44 months (Polycystic ovaries were 
present in the latter.) It is suggested that the 
maternal hormones may effect the foetal ovarian 
arteries and that the withdrawal of the hormones 
ifter birth leads to the slow loss of spiralling 
This loss of spiralling may favour cyst formation 
n infants and it would also explain the increase 
in cystic ovanes in infants after the first 3 weeks 
of life Margaret C. S. Binnie 
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got. Persistence of a Functioning Corpus Luteum 
in a Case of Dermoid Cyst of the Ovary. (Enfermedad 
de Halban por cuerpo amarillo funcionante en quiste 
ep.dermoideo de ovario.) 

By A. S. Zuccorti and C 
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yor. Carcinomatous Degeneration of an Ovarian 
Dermoid Cyst and its Clinical Features. (Karzinoma- 
tose Entartung emer vom Ovar ausgehenden Dermoid- 
und ihre klinischen Erscheimungen.) 

By E. Kieets and H. G. MUELLER. 
u. Frauenheik., 9. Dec. 1949. 
= rets 

903. Perforation of an Ovarian Dermoid Cyst into 
the Urinary Bladder. (Przebicie sie torbieli skorzastej 
jajnika do pecherza moczowego.) 

By L. Mazurexk Polsk. Tyg. lek., 4, 1100- 

loz, Sept. 12, 1949. 15 refs. 

904. Experimental Studies on the Action of the 
Liquid Contained in Ovarian Cysts on the Sexual 
Differentiation of Tadpoles. (Ricerche sperimentah 
sull’azione del liquido delle formazioni cistiche dell’o 


Geburtsh. 
4 figs., 
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vaio sulla differenziazione sessuale dei girini di Rana.) 

By M. Reich Arch, Ostet. Ginec., 54, 446 
403, Sept.-Oct. 1949. 9 figs., 24 refs. 

gos. Experimentally Produced Endometrial Hyper- 
plasia in Guinea-pigs and its Modification by Sensitiza- 
tion. (Ueber experimentell erzeugte Hyperplasia 
endometrii beim Meerschweinchen und ihre Verander 
ungen durch Sensibilisierung. ) 

By K. Z. Geburtsh. Gynik., 132, 
112-139, 1950. 19 figs., 29 refs, 

gob. Endometrial Cancer and Hepatic Cirrhosis. 

By H. Speert. Cancer, 2, 597-003, July 1949 
58 figs., 16 refs 

Circumstantial evidence indicates strongly that 
abnormal and persistent oestrogenic stimulation 
is a factor in the aetiology of human endometrial 
carcinoma The liver is concerned with the 
metabolism of the oestrogens and in the presence 
damaged liver oestrogenic activity may be 
increased 

Ihe author reports an analysis of the necropsy 
records of 66 consecutive patients who died of 
carcinoma of the uterine fundus. Twelve had a 
primary adenocarcinoma of the uterus and, of 
these, 4 also had cirrhosis of the liver. The re- 
maining 54 had metastatic carcinoma of the uterus 
with primary disease in various other organs, and 
cirrhosis of the liver was present in only one case 
Thus hepatic cirrhosis was 17 times more common 
in those cases with primary carcinoma than in 
those with secondary carcinoma of the uterus 
From a review of the clinical records of 504 other 
cases of primary carcinoma of the endometrium it 
was found that in 4 of them there was pre-existing 
hepatic cirrhosis (3 with Banti’s syndrome). This 

dence of cirrhosis—-o.8 per cent—is 57 times 
is great as the death rate among the. female 
population between the ages of 40 and 70 in the 
United States 

These findings suggest a 
between 


significant association 
liver and those of the 
iterus and add further support to the theory that 
thnormal oestrogenic activity is a factor in the 
pathogenesis of endometrial carcinoma. 
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gog. Results in 138 Cases of Endometriosis Treated 
by Conservative Surgery. 

By W. HB Bacon Amer. ]. Obstet 
$7. 592-595, Dec. 1949. 2 figs., 5 refs 

Ihe degree of relief of symptoms and frequency 
of subsequent pregnancy were reviewed in 138 
ases of intra-abdominal endometriosis treated by 
conservative surgery from 1905 to 1941. In this 
series 49.4 per cent were relieved of symptoms, 21 
per cent partly relieved, and 29.7 per cent not 
relieved. Twenty-six of the 41 not relieved had 
a subsequent hysterectomy, 5 underwent miscel 
laneous surgical procedures, and 1o were treated 
by radium or X-rays Only 9 of the patients 
treated by hysterectomy (out of whom 
results of pathological examinations were avail- 
ible) showed recurrent endometriosis Other 
findings included adhesions, salpingitis, retention 
ind fibroids The average interval between 
first and second operation was 4.8 years, with a 
range of 4 months to 14 vears. Presacral neure« 
tomy was included in the first operation 19 times 
there were 13 successes, 3 partial successes, and 
failures 

Of these 138 patients 112 married and 
under 40, of these 30 (26.8 per cent) had a total of 
19 living children after the conservative operation 
miscarriage each. Of the 30 who 
had subsequent pregnancies 22 were relieved of 
symptoms by the operation, 3 partly relieved, and 
5 not relieved 

The prognosis as regards relief of symptoms and 
future pregnancy did not affected by 
we, symptoms, location, and extent of the disease, 

the magnitude of the operation 
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ots. Endometriosis of the Uterus. (Las endo- 
metrosis del Utero.) 
By J. Luts Sarpi 


7. 349-370, Aug. 1949 
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914. Conservative Surgery in the Treatment of 
Endometriosis. [In English.] 

By A. VAHASKARI. Ann 
Suppl. 3, 599-004, 1949 
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g16. Conservative Gynecologic Surgery. 
By J. N. Burpirr. Texas J]. Med., 45, 759 
762, Nov. 1949 S refs 
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g17. Preservation of Ovarian Tissue in Gynecologic 
Surgery. 

By R. G. SWEARINGEN Texas J]. Med., 45. 
763-768, Nov. 1949. 2 figs., 24 refs 
Vaginal or Abdominal Operation? (Vaginal- 
isan vagy abdomuinalisan operaljunk-e? ) 

By K Berenkey and G. PALavKal Orvosok 
Lapja, 5, 414-420, June 19, 1949. 32 refs. 

The authors discuss the results of 632 vaginal 
and of 1,100 abdominal gynaecological operations 
performed within 9 years at the gynaecological 
clinic of Szeged University. Serious postopera- 
tive complications were observed in 6.9 per cent 
of the former and in 13.5 per cent of the latter. 
Postoperative death occurred in 0.31 per cent 
ind 1.17 per cent respectively In 224 vaginal 
operations for uterine carcinoma and sarcoma 
(160 of the growths were carcinomata of the 
cervix) there was only one postoperative death, 
while in 19 abdominal operations for similar con- 
there immediate deaths. The 

favour operations whenever 


were 2 
vaginal 


ditions 
suthors 
possible 
While these results are impressive it cannot be 
overlooked that, apart from the cases of malig- 
nant uterine growths, in most of which a vaginal 
ition was carried out, there has been a 
natural tendency in the authors’ clinic to use the 
vaginal route when operation is likely to be easy 
and the good (such as a simple 
hysterectomy for glandular cystic hyperplasia), 
ind to use the abdominal route for complicated 
)perations (such as chronic inflammatory adnexal 
tumours) The results cannot, therefore, very 
well be compared N. Alders 


oper 
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919. Roentgen Examination of the Operativeiv 
Exposed Uterus. In English. 

By OLsson and S. SjzsTEp1 
gynec. scand., 28. 322-334, 1949 

Frequently the gynaecologist is 
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operation with the problem of deciding whether a 
uterine enlargement is caused by a myoma 
(hbroid or sarcoma) or an unsuspected pregnancy. 
A quick decision is necessary whether the 
abdomen should be closed or the uterus removed. 
It is for such an eventuality that the authors 
have devised a new X-ray technique which can be 
arned out on the open abdomen and which gives 
unequivocal results within a matter of minutes 
They used a cassette consisting of a flat rubber 
bag measuring 10 x 15 cm The characteristic 
feature of the intensifying screens is that 
the fluorescent layer is fixed to a flexible base 
The mouth of the cassette is closed with a clamp 
Ihe bottom of the cassette is provided with a 
small rubber spout through which the air may be 
sucked out to permit of close apposition between 
the film and the screens The cassette is 
sterilized im the same way as operation gloves 
The film is loaded in the dark-room by means of 
a loading sleeve (Akerlund, Acta. chir. scand., 
1937, 79. 553) and the mouth of the bag closed 
with sterile clamps. The cassette is then placed 
behind the uterus and the exposure made with the 
portable apparatus in the theatre The authors 
used an output of 10 mA, 60 kV, with an exposure 
time of 0.2 to 0.4 second. 

The first parts of the foetal skeleton to ossify 
during the second month are the clavicles and 
mandible; then follow the maxilla and the shafts 
of the long bones. At the end of the second 
month ossification centres of some cranial bones 
and ribs can be identified. 

The authors examined 10 cases by this method. 
They concluded that films without intensifying 
screens are useless for diagnosis, also that straight 
ordinary cassettes cannot be introduced into the 
abdomen. Apart from one case where an 
ossification centre was not even visible in the 
radiograph of the removed foetus, the X-ray films 
permitted a diagnosis to be made between preg- 
nancy and fibroid. Two of the authors’ patients 
were only 11 weeks pregnant and the radiographs 
showed clear details of ossification centres 

J. Rabinowitch 


920. Laparotomies in the Second Women’s Clinic, 
University of Helsinki, 1935-48. [In Enylish.| 

By P. Vara. Ann. chir. gyn. fenn., 38, 
Suppl. 3, 93-103, 1949. 6 refs 
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922. The Martius Bulbo-cavernosus Interposition 
Operation. 

By W. SHaw. Brit. med. J]., 2, 1261-1264. 
Dec. 3, 1949. 8 figs 
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923. Vaginal Operations in the Second Women's 
Clinic, University of Helsinki, Between 1935-1948. 
{In English.) 


By A. Barpy Ann. chir. gyn. fenn., 38. 
Suppl. 3, 18-40, 1949. 3 figs., 27 refs. 
924. Experience with Endometrium Implantation 


in the Vagina by Schmid’s Method. (Erfahrungep 
nut der Endometriumeinpflanzung in die Scheide nach 
H. H. Schmid.) 


By E. Voo1 Z. Geburtsh. Gyndk., 132, 1-6. 
1950. 3 refs. 
925. Our Methods of Uterine Vesico-vaginal Inter- 


position. (Unsere Methode der Interpositio vesico- 
vaginalis uteri.) 

By H. GaENSSBAUER 
9. 905-908, Dec. 1949. 
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926. A Modification of the Baldwin-Mori Operation. 
(Une modification de l'opération de Baldwin-Mori.) 


By P. BertrHoup Gynéc. et Obstét., 48. 
494-500, 1949. 1 fig. 
927. An Evaluation of Culdoscopy. 


By F. Kurtepce. Texas J]. Med., 45, 757-759. 
Nov. 1949. 3 refs. 

928. Culdoscopy. (Douglascopia.} 

By M. Urrutia Ruiz. Rev méd. Hosp. gen., 


12. 487-496, Aug. 1949. 7 figs., 10 refs. 


929. A Note on Colposcopy. (Note sur | observa- 


tion colposcopique. ) 


By —. Tripatet. C.R. Soc. frany. Gynéc., 19, 
153, Oct. 1949. 1 fig. 
930. New Ideas on Kymographic Tubal Insuffia- 


tion. (Quelques notions nouvelles sur |'insufflation 
tubaire kymographique.) 

By L. Bonner. Bull. Soc. Chirurgiens Paris, 
39, 181-190, Nov. 4, 1949. 8 figs 


931. Studies on Hysterosalpingography. Com- 
parison of Values of Water-soluble and Oil-soluble 
Contrast Media. (Recherches sur |’hystéro-salpingo- 
graphie. Valeurs comparées des milieux de contraste 
oleo-solubles et hydro-solubles: methode de Kjellberg.) 

By J. Varancor and M. BoMMeragR. Gynéc. 
et Obstét., 48, 437-464, 1949. 437 figs., 14 refs. 


932. Experiences with Hysterosalpingography 
(with Exclusion of Assessment of Tubal Permeability 
in Sterility). (Erfahrungen mit der Hysterosalpingo- 
graphie (exclus. Beurteilung der Tubendurchgingig- 
keit bei Sterilitat) .) 

By B. O. Kaeser and H. Dever. Radiol, clin., 
Basel, 18. 349-360, Nov. 1949. 7 figs., 12 refs. 
Kymographic Utero-tubal Insufflation. 
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ov. Total Intra-isthmic Hysterectomy. 
ectomia totale intraistmica. ) 

By Decto Obstet 
192-145. May 1944 

The author notes a general tendency for sur 
geons to total rather than subtotal 
hysterectomy The chief argument in favour ot 
total hysterectomy is that there is no risk of 
subsequent development of carcinoma of the 
the literature the inci 
dence of carcinoma of the cervical stump varies 
from 0.2 per cent to 3 per cent 

The author has devised an operation of intra 
isthmic total hysterectomy, the technique of 
which is as follows. First, section of the round 
and infundibulo-pelvic ligaments is carried out as 
for subtotal hysterectomy The uterine arteries 
ire held on each by forceps but at a lower 
level than is usual for the subtotal operation 
\ circular incision is made at the level of the 
isthmus around the cervix at the level of insertion 
of the uterosacral ligaments. As the longitudinal 
fibres are incised firm traction is applied to the 
uterine fundus 
the ervix 1 
lonvitudinal 
the 
m thu 
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cervix according to 


side 


rhe incision is prolonged until 
reached and removed within the 
muscle fibres of the uterus A ning 
superficial muscle fibres around the isthmus 
preserved. The vagina is closed and the 
operation completed in the usual manner, The 
uivantages claimed for this operation are that it 
the uterosacral folds and the para- 
metrium and there is no danger of carcinoma of 
the cervical stump developing Considerabh 
experien of this operation has not revealed any 
disadvantages fA similar method 
of abdominal hysterectomy has been described in 
tnitain and Bonney describe it as 

total hysterectomy by reaming out the cervix "’ 
(Textbook of Gynaecological Surgery, ard 
Edition 1935 Josephine Barnes 
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916. Eventration of the Intestine Through the 
Vavine Following Vaginal Hysterectomy. 
By P. C. Fox. TIllinots med 96, 421-322, 
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939. Indications for Total Hysterectomy. (Indi- 
cacoes da histerectomia total.) 

By A. pe Agurno Sates. Ret 
661-690, Oct. 1949 Bibliography 
Technique of Extended Abdominal Operation 
Author’s Modification. 


brasil. Cir., 18, 


940 
for Carcinoma of the Cervix. 
‘In Russian. } 

By A. D. KuKUSHKIN 
43-39, July-Aug. 1949 

Iwo modifications in the technique of total 
hysterectomy are proposed. The first suggestion 
is concerned with extension of the incision made 
in the vesico-vaginal layer of the pentoneum 
After cutting the round ligament at the nearest 
point towards the inguinal canal, the inguinal 
lymph nodes being dissected if enlarged, the 
incision is continued in a semicircular direction 
towards the bottom of the vesico-uterine cavity 
and is carried to a point exactly opposite to the 
cut in the round ligament. If further extension 
of the operative field is required the incision may 
be continued along a line parallel to the infundi 
bulo-pelvic ligaments; it may be extended on the 
right as far as the ileo-caecal cavity and on the left 
to the mesentery of the sigmoid The second 
modification relates to exposure of the ureter and 
uterine artery. By lifting upwards and sideways 
the bulk of the uterus together with the adnexa 
of one side the connective tissue of the opposite 
side becomes readily accessible and _ visible. By 
this means the hypogastric to the point 
of bifurcation of the iliac arteries are isolated 
The next step is to locate the obliterated umbilical 
artery so that the latter may act as a guide to 
further search The ureter is situated downwards 
ind medially. whereas the uterine artery is behind 
it Both are alleged to be easily and readily 
found. The average time of operation which is 
carried out under spinal analgesia with “' sov- 

aine "’ is approximately 1 hour 20 minutes. 

It is suggested that these modifications would 
be of great help to young surgeons and gynaeco- 
logists in learning — the technique of total 

vsterectomy E. W. Collis 

o4t. Limits and Prospects in Operative Treatment 
of Carcinoma of the Cervix. (Grenzen und Aussichten 
der operativen Behandlung des Kollumkarzinoms.) 

By J. AmMretcH. Geburtsh. u. Frauenheilk., 9, 
573-887, Dec. 1949. Bibliography 
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Evaluation of Prophylactic Measures Against 
Post-operative Complications, with Reference to Re- 


sults of Operation for Prolapse. (Bewertung prophy- 
laktischer Massnahmen zur Verbesserung des post- 
operativen Verlaufs an Hand der Ergebnisse bei Pro- 
lapsoperationen 

B. W. Merz, O. Monscu, 
Schweiz. med. Wschr., 79, 
1949 figs rets 

o43. Plastic Operation on the Fallopian Tube. 

By F. M_ INGERSOLI New Engl. ]. Med 
241, 686-600, Nov. 3, 1949. 2 figs., 13 refs. 
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944. An Operation for the Treatment of Stress In- 
continence, 

By W. SHaw Brit. med. J., 1, 1070-1073, 
June 18, 1949. 5§ figs., 14 refs 


rhe author reviews some of the published work 
on the anatomy of the urethral sphincters He 
makes the point that in the average case of stress 
incontinence the external meatus is patulous 
and the urethra is prolapsed downwards and for 
wards He believes that in most cases stress 
ncontinence is due primarily to damage or loss 
of tone affecting the condensation of endopelvic 
tascla between the urethra and the antenor 
vaginal wall This fascia he calls the post- 
urethral ligament It consists of plain muscle 
tissue forming a shelf supporting the urethra and 
is attached to the pubic rami and bladder neck 
He believes that damage to the urethral sphincter 
or its nerve supply may be a contributory factor 
in causing stress incontinence 

A short review of the surgicul methods adopted 
for the treatment of stress incontinence is 
tollowed by a description of the operation devised 
by the author. The purpose of this operation is 
to replace the weakened post-urethral ligament 
with a strip of fascia This strip, measuring 
approximately 6 inches long and 145 inches wide 
(15 x 3.75 cm.) at the middle, but tapering to 
approximately %% inch (0.8 cm.) at this end, is 
removed from the fascia lata of the thigh The 
urethra and bladder neck are then exposed with 
the patient in the lithotomy position, and the 
fascial strip is held transversely over the exposed 
urethra and bladder neck The upper margin of 
the fascia is sutured to the ring of vaginal wall 
immediately below the urethral meatus. Three 
sutures are used rhe sling is not sutured to the 
muscle of the urethra itself. The posterior edge 
of the sling is then sutured to the neck of the 
bladder, to the upper margin of the post-urethral 
ligament, and in some cases to the vaginal wall 
as high up the vagina as possible This stage of 
the operation is planned to support the whole 
length of the urethra and the neck of the bladder 
by the fascia. When it is possible to mobilize the 
bladder from the front of the cervix the upper 
edge of the fascia is sutured to the cervix itself 

The various ways in which the lateral ends of 
the fascial strip can be secured are then described 
The author abandoned the method of securing 
the ends to the rectus muscles above the pubis 
He favours exposure of the pubic bone by in 
cisions through the inner aspect of the labia 
majora. The retropubic space is opened up by 
incising the pubo-coccygeus lateral to the urethra, 
ind with the exposure thus obtained a drill hole 
nearly 4 inch (1.25 cm.) in diameter is made 
through the pubic bone. The appropriate end of 
the fascial sling is withdrawn through this hole 
When the opposite side is treated in the same 
way a self-retaining catheter is inserted, and the 
requisite amount of tension is applied to the 
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fascial sling. The vaginal wall is repaired and the 
fascial sling is sutured with catgut sutures to the 
tendinous tissues in the region of the bore-holes. 
Penicillin powder is distributed liberally over raw 
surfaces before the incisions are closed, and all 
patients are given penicillin for 3 days after the 
completion of the operation. Osteomyelitis has 
not occurred in the senes 

In 15 cases the sling was passed through the 
obturator foramen instead of through drill holes. 
and in 12 of these a complete cure was obtained 
In the other 3 relief was not complete. 

Fifty-one cases are reported with one death, 
in a patient who was suffering from diabetes. In 
45 cases the drill-hole technique was used and the 
results have been satisfactory. This is the tech- 
nique at present most favoured by the author 

]. Stallworth, 


o45. Suprapubic Sling Operation for Stress Incon- 
tinence in the Female. 

By R. J. Sur-verton, Aust. N.Z. J. Surg., 19, 
158-162, Nov. 1949. 4 refs 


oa46. Uretero-lithotomy per vaginam. 

By H. P. Scuhroeper. S. Afr. med ]., 23 
535-537. July 2, 19040. 13 refs 

The purpose of this paper is to draw attention 
to a method of uretero-lithotomy per vaginam, 
of which the simplicity and safety make it a 
suitable alternative to the abdominal approach 
in certain cases. The first abdominal uretero- 
lithotomy was performed by Kelly in 1890. The 
lateral vaginal incision for uretero-lithotomy was 
first described by Shaw in 1935 The vaginal 
method can, of course, only be considered in 
cases where the stone has lodged itself in the 
ureter shortly before it enters the bladder—a very 
common position owing to the normal anatomical 
narrowing in the ureter at this point 

Shaw's operational method is briefly described, 
as also is the modification of Garvey and 
Gomberg. The complications which may occur 
are injury to the bladder, peritoneum, or uterine 
artery, stricture of the ureter and postoperative 
blockage of the ureter by oedema; the stone may 
slip up or down the ureter and, finally, a uretero 
vaginal fistula may develop 

The operation is only indicated if signs of back 
pressure of urine are evident, if there is fever due 
to infection of the urine accumulated by back 
pressure and after all conservative methods for 
removing the stone have failed. The stone must 
not be more than 2 inches (5 cm.) away from the 
entrance to the bladder 

The author's operative technique is described 
and advice given on the avoidance of the 
attendant risks of the operation. 

Two cases are described for comparison, 
uretero-lithotomy having been performed in the 
first by the abdominal approach and in the second 
by the vaginal route. The author considers that 
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the advantages of the latter route over the 
ibdominal are striking—loss of blood is minimal 
and operational shock almost non-existent, whils 
the danger is slight compared with that of the 
Lilhan Raftery 


abdominal operation 
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Function of the Genital Muscles and of Urinary Stress 
Incontinence. 
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448. Circular Prolapse of Female Urethra. Report 
of Two Cases. 

By E. H. Kiromax, W. K. MANSFIELD, and A. 
K. ScHoensucHer. Sth. med. J., 42, 929-931, 
Nov. 1949. 2 figs., 3 refs 


o49. Accessory Ureters Ending Blindly: Cystic 
Megalo-ureter as an Accessory Structure. (Beitrag 
sur Kenntnis blind endigender akzessorischer Ureter- 
anlagen: Megaloureter cysticus als iberzahlige Harn- 
leiteranlage. ) 

By K. PopiescuKs. Arch. Gyndk., 176, 381- 
405, 1949. 3 figs., bibliography. 
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